


or THE FLORIDA MEDICAL association 


Vol BRR NOT CIRCULATE \) a ROH 


OFFICIAL PUBLICATION OF THE 
FLORIDA MEDICAL ASSOCIATION 


















SPECIFICALLY 
for petit mal 





KAPSEALS 


CELONTIN 


METHSUXIMIDE* 
0.3 GRAM 
N—Federal law 








without prescription. 
U.S. Patent 2643257 
@N-methyl-aipha, alpha- 
wethyiphenyisacciaimide 


and psychomotor seizures 







T1265 
Stock 15-525-4 


PARKE. DAVIS & CO 






CELONTIN xapszats 


(methsuximide, Parke-Davis) 





























2) 


a? @ 


PY: PARKE, 


oa 





[100 we. 368 || 


KAPSEALS 


DILANTIN 


PARKE D: 


Lecrnort. sc 


DAVIS & COMPANY 





KAPSEALS 


Aes stati 


KARSEALS 
MILONTIN® 
xim1De: 
Odersyipbenyinec came) 
0.5 GRAM 
CauTion—Federal law 
prohibits dispensing 


without pres 


28 eetty: cine pave pemerisiaise 
irs 





Seoce 15 399 
PARKE DAViS & CO 




















cre 
est 
aut 
1,2 
cau 
ind 
tha 
1). 


to 

ton 
pai 
mo 
cor 
anc 
inj 
ten 
but 
ger 
pro 
the 
wo! 








S’ 


avis) 














The Journal of The Florida Medical Association 


PUBLISHED MONTHLY 











-’olume XLIV : . J acksonvill 


e, Florida, March 1958 














Facial Fractures: Their Recognition 
And Management 


BERNARD L. N. Morcan, M.D. 
JACKSONVILLE 


Fractures of the facial bones are on the in- 
crease, due in large part to the automobile. It is 
estimated that they occur in 4 per cent of all 
automobile injuries. That figure means a total of 
1,200 in Florida alone last year. When other 
causes such as athletics, domestic injuries and 
industrial accidents are included, it is apparent 
that these are injuries of some importance (fig. 
1). 

Diagnosis of these injuries is often confusing 
to the physician. To be sure, the cardinal symp- 
toms and signs of fractures are present, namely, 
pain, displacement of bony continuity, abnormal 
movements, and the like, but the problem here is 
complicated by the excessive soft tissue swelling 
and the frequency of severe lacerations or head 
injuries which take precedence in treatment. Of- 
ten, roentgenograms are the final diagnostic aid, 
but here again the interpretation of the roent- 
genograms is not easy to one inexperienced in this 
problem. An endeavor is here made to simplify 
the problem of diagnosis and conclude with a few 
words on treatment. 


Diagnosis 


An appreciation of the anatomy of the facial 
bones is invaluable (fig. 2). The facial bones are 
thin with numerous foramina and air cells and 
sinuses. These characteristics play a large part 
in determining the lines of fracture whereas the 
sponginess cushions most severe blows from in- 
juring the cranial contents. Surgeons like to 
classify these fractures according to location. 
The facial skeleton is divided into horizontal 
thirds, upper, middle and lower. The middle third 
is subdivided into central and lateral elements. 
The major fractures follow closely this division 
and are governed by the direction and force of 
the blow. 

Mandibular fractures are usually well recog- 
nized. The common sites of fracture are well 
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known, namely, the condylar or subcondylar re- 
gion, the symphysis or the angle. The causative 
factor is nearly always a direct blow, and the 
direction of the blow determines to large extent 
the site of the fracture. The mandible is a re- 
silient V-shaped bone, and if it is fractured at 
any point and there is displacement present, then 
there must either be a second fracture or a dis- 
location of one of the condyles. 

Recognition of fractures of the mandible is 
usually straightforward. The most obvious symp- 
tom is pain, which is usually localized at the site 
of fracture. A tender swelling is often palpated, 
and sometimes crepitus at the fracture line can 
be detected. An important diagnostic sign in this 
and all other fractures of the jaws is malocclu- 
sion. A tear in the gum may be seen at the site 
of fracture. Severe pain and trismus occur be- 
cause of the action of the powerful muscles at- 
tached to the mandible. This is in contradistinc- 
tion to the midfacial fractures, in which bruising 
and disfigurement are out of all proportion to the 
pain. 

Midfacial fractures fall into the anatomic 
areas shown in the diagram (fig. 2). 

Fractures of the outer third are those of the 
zygoma. If caused by a sharp object and received 
at the side, the arch will be fractured and dis- 
placed inwards. Oftentimes the depression on the 
side of the face is visible and readily palpable 
subcutaneously. If the inward angulation is 
severe, it impinges on the temporal fossa, narrow- 
ing it and producing anything from mild trismus 
to complete mechanical blockage to movement 
of the jaw. 

If the patient is hit on the cheek, the body of 
the zygomatic bone fractures. It may collapse egg 
shell fashion into the maxillary antrum, or the 
entire eminence may displace as a pyramidal 
block. When the latter, there are always three 
fracture lines, along the zygomatic arch, near the 
zygomatic frontal suture, and along the infra- 
orbital rim. There is always pronounced soft tis- 
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sue swelling. In the first type of injury flattening 
of the side of the face may be recognizable and 
palpable. In the second type, palpation with the 
fingernail along the bony ridges will reveal a tend- 
er irregularity or displacement at the fracture 
lines. The lower fracture line passes through the 
infraorbital foramen and causes contusion or 
avulsion of the nerve, associated with peripheral 
anesthesia of the upper lip and teeth on the same 
side. This is an important diagnostic sign. The 
degree of displacement varies. If severe, there is 
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loss of support of the orbital floor, and diplopia, 
especially on lateral movements, is apparent. 

Central middle third fractures are those in- 
volving the nose and the maxilla. Nasal fractures 
occurring alone are due to localized blows. The 
nasal bones and the septum are usually involved, 
rarely the frontal or maxillary processes. The 
nose may be flattened or displaced to one side 
or the other. The diagnosis is usually self evident 
and the extent of displacement more evident on 
clinical than on radiologic examination. 





Fig. 1.— Upper. A severe face injury with underlying multiple facial fractures. Lower. The late result 


of an undetected left-sided facial fracture. 
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Fig. 2.— Normal anatomy of the midfacial bones 
showing common sites of fracture and the classification 
zones. 

Maxillary fractures are the most complicated. 
The maxilla may fracture above the teeth when 
the blow is received on the mouth. The fragment 
shears off from the side walls of the antrum just 
above the root of the teeth and lies loose in the 
mouth. Occasionally, this lower fragment is com- 
plicated by a second fracture in the sagittal plane 
so that it lies loosely in two halves. Diagnosis is 
not difficult. The patient has an open bite. In- 
traoral examination shows the malocculsion and 
may reveal a laceration of the palate. If the up- 
per jaw is grasped with the fingers, it can be 
moved independently of the maxilla. This is an 
important diagnostic sign in middle third injuries. 

In the most severe injuries one is dealing 
with a complex of fractures. This is the patient 
who shows the dish-face appearance. The entire 
middle third of the face is pushed in, although 
in less severe cases the outer third malar bones 
are not displaced. On roentgen studies (fig. 6) the 
nasal bones are separated and splayed, there is 
bilateral malar fracture and horizontal fracture 
of the alveolar process of the upper jaw. In mak- 
ing the diagnosis prior to roentgen examination, 
it is helpful to remember the findings in the sim- 
ple injuries and aggregate these. To summarize, 
a multiple injury will show open bite, mobility of 
the maxilla, broadening of the nasal bones, loss 
of the normal contour of the cheeks and total 
anesthesia of the midportion of the face. 

Roentgenograms play a most important part 
in diagnosis, and a few words concerning their 
interpretation may be in order. The most valu- 
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Fig. 3.—A normal Waters projection. This view 
shows the outline of the facial bone. 


able projection is the Waters (fig. 3). This view 
outlines the facial bones without undue overlap- 
ping. Points to note are the orbital rims, the 
zygomatic arches, the nasal bones and the normal 
translucency of the antrums. Fractures in the 
vicinity of the antrums are associated with 
hemorrhage, which shows up as an opacity on the 
roentgenogram (fig. 4). 


Treatment 


Initial efforts are directed to the management 
of complicating lacerations and head injuries. If 





Fig. 4. — Fracture of the left malar region illustrat- 
ing the antral opacity, the fracture lines through the 
orbital rim and the depression of the infraorbital mar- 


gin. 
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the general condition permits, it may be possible 
to proceed with immediate reduction and fixation 
of the fractures, but as a rule no great urgency 
exists, and a delay of several days is of no great 
consequence. An exception is fractures of the 
mandible. In these latter, pain is common from 
movement at the fracture site, and the jaw should 
be supported early. 

The aim of treatment is the reduction of any 
displacement and fixation until union has oc- 
curred. The technic will vary with the type and 
site of fracture. 

In zygomatic fractures involving the arch, 
the fragments can often be hooked back into posi- 
tion with a towel clip passed through the cheek. 
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If more extensive, and there is pronounced dis- 
placement of the zygoma, an incision is made in 
the temple through the temporal fascia, and an 
elevator is passed beneath the displaced fragment. 
The displaced block of bone is then elevated into 
place. It usually repositions like a keystone and 
remains stable. If the antral wall is flattened, it 
may be necessary to open the antrum and reposi- 
tion the fragments with a sound or finger. Stabil- 
ity may require antral packing for about 10 days. 

Treatment of fractures of the jaw is governed 
by the presence or absence of teeth. If teeth are 
present, interdental fixation by arch bars and 
rubber bands is simple and effective. The use of 
the bands permits readjustments of pull to correct 





Fig. 5.— Case A. Upper photos show prereduction appearance three days after injury. Lower picture is 
patient’s appearance three weeks after the operative reduction. The view to the right illustrates the arch 


bars and rubber band traction. 
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Fig. 6.— Case A. a.— Preoperative x-ray. b. c.— After reduction showing the internal wire fixation in 


position. 


misalignment of teeth. Usually four to six weeks’ 
immobilization is adequate. When no teeth are 
present in the lower jaw, fixation can be readily 
obtained by direct wiring of the fragments. This 
is accomplished easily through a small curved 
incision beneath the chin and over the fracture 
line. 

Nasal fractures are easily disimpacted with an 
elevator passed into the nasal cavities and then 
molded into position between thumb and index 
finger. Intranasal packing and external splinting 
are often necessary for three to four days post- 
operatively. 

The major problem is that of multiple middle 
third fractures. The breaks are often so extensive 
that there is no rigid support upon which to sta- 
bilize. My experience suggests that open reduc- 
tion and internal fixation give excellent results 
with an easy convalescence. The advantages of 
direct wiring of fragments are the accuracy of 
repositioning and stability, especially when the 
wiring is attached to uninjured areas such as the 
frontal bone. The technic is not unduly difficult, 
it is not hazardous, and the patient is ambulatory 
the following day, unhindered by plaster head 
caps, cheek wires and other forms of external 
fixation. An illustrative case follows: 


A 35 year old woman was injured in an automobile 
accident. A front seat passenger, she was thrown into 
the windshield and received severe facial lacerations as 
well as facial fractures. The lacerations were sutured 
immediately, and she was transferred five days later for 
treatment of the facial fractures. There was complete 
separation with inward displacement of the middle third 
of the facial skeleton (figs. 5 and 6). This was reposi- 
tioned and stabilized by internal wire fixation supple- 
mented by arch bar splintage of maxilla to mandible. 
Good reduction and stability were obtained. Convales- 
cence was rapid, and she was discharged one week later. 
She is shown (fig. 5) two weeks following the fixation. 


Although there still remained considerable bruising, the 
patient was ambulant and able to attend to her house- 
work, 


Summary 


An attempt is made to simplify the problem 
of diagnosis of fractures of the facial bones. This 
is based on an anatomic classification which has 
a practical clinical application. The methods of 
treatment described, based to large extent on open 
reduction and internal fixation, have as an aim 
a minimum of postreduction discomfort and dis- 
ability for the patient. A typical severe injury is 
illustrated to support these beliefs. 


800 Lomax Street. 


Discussion 


Dr. Ciirrorp C. SNypEer, Miami: It is difficult to 
mention all phases of this problem, but Dr. Morgan has 
covered his subject well. In addition one might say 
that usually the fracture problem per se is not the emer- 
gency that an adequate airway or serious bleeding pre- 
sents. Once the patient’s respiratory exchange is satisfac- 
tory and major bleeding points are controlled, other 
traumatic complications should be looked for, such as 
soft tissue injury, nerve severance, parotid duct injury, 
ocular perforation, fractured skull or other bone damage. 

If there is soft tissue avulsion or irregular skin lacera- 
tions, these may be closed at the time of the facial frac- 
ture treatment or repaired later. Debridement and cleans- 
ing of wounds and simple repair are always acceptable. 
In cases in which the eyelids, lips, nose or ears are dam- 
aged, one may concentrate on meticulous approximation 
if the patient’s condition permits. Hematomas must be 
prevented. If a main branch of the facial nerve is in- 
jured, it should be repaired, but terminal branches are 
left alone. When the parotid salivary duct is severed, 
there is no better time to approximate it than at the 
time of initial surgery. Whenever an ocular injury is 
present, an ophthalmalogist should be called immediately. 

I utilize the same methods that Dr. Morgan employs 
in treating the facial bone fractures. My acquaintance 
with the Adam’s method of wiring for maxillary fractures 
eliminates any plaster head dressing, though the latter is 
practiced by many surgeons. 

Diet is an important subject in regard to after-care 
because solid foods not only are difficult to take but also 





954 MORGAN: FACIAL FRACTURES 


may cause complications. A free liquid intake with 
added protein and vitamin supplementation serves the 
purpose adequately. 


Dr. JosepH E. O’MALLEy, Orlando: I wish to thank 
Dr. Morgan for the opportunity to review this fine 
paper. 

Facial fractures are indeed on the increase, particu- 
larly so with the increasing popularity of the two wheel 
motor-driven vehicles such as the motor scooter. Three 
of my most recent and severe cases occurred in teenagers, 
traveling at a high rate of speed and completely un- 
protected on scooters. There is usually massive avulsion 
of the facial tissues associated with multiple facial frac- 
tures in this type of injury and oftentimes total loss of 
portions of the facial skeleton. 

This paper gives an excellent review of the important 
factors in diagnosis of the most commonly encountered 
fractures. Regarding fractures of the mandible in par- 
ticular, I should like to emphasize the importance of 
dental occlusion. One should familiarize oneself with 
correct occlusion as this serves as a guide in the reduc- 
tion of fractures and provides a positive index for re- 
establishing the masticatory power of the teeth. When 
occlusion is re-established, the bone fragments are in good 
functional alignment. This is important from a diag- 
nostic standpoint, for in some instances, undisplaced 
fractures at the angle, particularly, can be devoid of 
clinical findings unless considerable force is applied to 
create pain or crepitus. The only aid in diagnosis prior 
to roentgen examination is the patient’s statement that 
his teeth do not seem to come together properly. 

It is not surprising how often a fracture of the zy- 
gomatic bone is overlooked and treatment neglected. 
Dr. Morgan has emphasized that edema and discoloration 
far overshadow pain in fractures of the middle plane of 
the face, and this factor is a considerable hindrance in 
diagnosis when associated with multiple facial lacerations. 
Pronounced periorbital edema makes palpation about 
the rim of the orbit most difficult, and one must rely 
on roentgen examination in the absence of trismus, pro- 
nounced facial depression and diplopia. If diplopia is 
elicited on examination, one should always suspect a 
fracture at the frontozygomatic suture, allowing the later- 
al canthus of the eye to be displaced downward. 

I certainly agree with Dr. Morgan that the various 
maxillary fractures are the most complicated and, when 
associated with single or multiple fractures of the mandi- 
ble, can be a real challenge to the surgeon from both a 
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functional and cosmetic standpoint. His review of the 
useful diagnostic signs was most adequate and, if follow- 
ed, should reveal a fracture in this area. 

The important factors in treatment were well cover- 
ed, and I should like to add one method in the manage- 
ment of the markedly comminuted and displaced fracture 
of the mandible in the dentulous and certainly in the 
edentulous patient. Reduction and satisfactory immobil- 
ization can be accomplished by the use of a stout Kirs- 
chner wire driven by a high speed electric drill through 
the marrow cavity of the mandible on all fractures of the 
mandible other than those of the coronoid process or 
within the temporal mandibular joint itself. It has been 
my practice to use this method under direct vision by 
means of a small incision directly over the site of frac- 
ture, driving the wire out through the distal fragment 
and back into the proximal fragment. This procedure 
does not require any immobilization between the maxilla 
and mandible, a consideration which is particularly im- 
portant in the aged and debilitated, allowing them to 
eat normally and maintaining adequate nutrition as the 
fracture heals. The main objection to this procedure 
in the past has been the possibility of permanent injury 
to the inferior alveolar nerve. This can be prevented 
py drilling the wire under direct vision with a minimum 
ot trauma to the marrow cavity and most accurate 
repositioning of the fragments. 

Dr. Morgan’s method of reduction and immobiliza- 
tion of the fragments of the maxilla is an excellent one, 
and I agree that direct wiring of the fragments is the 
method of choice to obtain accuracy of repositioning and 
stability. 


Dr. Georce W. Rosertson III, Miami: Dr. Mor- 
gan has presented most adequately a problem of which 
we see a great deal. Unfortunately, recognition of many 
of the facial fractures occurs too late to effect a primary 
repair. The fracture is often marked by edema, hema- 
toma, or ecchymosis, and not until swelling has disap- 
peared is the deformity usually visualized or the diplopia 
noted. 

As in many fields of medicine, a high index of sus- 
picion is necessary to make the diagnosis. Although the 
plastic surgeon generally has this index, it is necessary 
to continue to stress the facial fracture problem to the 
traumatic surgeons and the neurosurgeons in order to 
treat these problems primarily. The primary repair is 
simpler and less involved than the later introduction of 
grafts or implants for the improvement of the deformity. 





Correction 


On page 810 of the February issue of The Journal, the cut used in reproducing 
Figure 1 is reversed, with what should be the top shown as the bottom. The illustra- 
tion, Figure 1, is a part of the paper “Transplantation of the Ureters Into an Isolated 


Ileal Loop,” by J. Harold Newman, M.D. 
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Recurrent Intussusception in a Six Year Old 


Child With Histoplasmosis of Peyer’s Patches 


MANUEL G. Carmona, M.D. 
AND 
Marvin S. ALLEN, M.D. 
HOLLYWOOD 


The purpose of this paper is to review the 
diagnostic problems encountered and to report a 
single but unusually interesting case of recurrent 
intussusception with complete recovery following 
two operations. 


Report of Case 


A six year old white male child was admitted to 
Memorial Hospital in Hollywood on Jan. 22, 1956 as a 
private patient of one of us (M.G.C.), complaining of 
abdominal pain of three hours’ duration. The father 
of the child stated that the pain developed around the 
epigastrium and later moved on down to the right lower 
quadrant of the abdomen. The pain was steady; at 
intervals it appeared to get worse and then it would 
subside again. At the peak of the pain, the patient 
would vomit stomach contents. There had been no ir- 
regularities in bowel movements; the last bowel move- 
ment was normal and took place the morning he entered 
the hospital. He had experienced no fever, no chills 
and no symptoms referable to the urinary tract. 

The child had had measles and chickenpox. Aside 
from these diseases, he has enjoyed good health until 
the present time. 

The parents were divorced, and the child was in 
custody of the father, a police officer in this area. The 
remainder of the family history was irrelevant. 

The child was examined by one of us (M.G.C.) in 
the emergency room at Memorial Hospital. The examina- 
tion gave essentially negative results except for moderate 
tenderness and a slight rigidity in the abdomen, limited 
to the right lower quadrant and most pronounced over 
McBurney’s point. There were no palpable masses or 
organs. Examination of the remainder of the abdomen 
gave negative results, as did rectal examination, and 
there was no mucus or tarry stool on the gloved finger. 

A blood count showed 17,000 white blood cells with 
76 segmented forms, 3 stabs forms, 20 lymphocytes and 1 
eosinophil. The urinalysis gave entirely negative evidence. 


A presumptive diagnosis of acute appendicitis was 
therefore made, and the patient was operated upon 
shortly after he was admitted to the hospital. The abdo- 
men was explored through a right McBurney’s incision, 
and on opening of the peritoneal cavity about 300 cc. 
of bloody fluid was expressed. The ileum was distended, 
and on following it proximally, it was found to be tele- 
scoped through the ileocecal valve for a distance of 
about 1 foot. The McBurney’s incision was enlarged, 
and the intussusception was reduced manually, without 
too much difficulty, in the usual manner by pushing 
gently on the intussuscipiens. When reduced, the bowel 
wall was found to be grossly hemorrhagic with much 
clotted blood underneath the serosa. By means of hot 
saline packs directly over the areas of hemorrhage, the 
viability of the bowel was determined. The bowel was 
watched for a period of about 30 minutes, at the end 
of which time it was put back into the peritoneal cavity. 
No prophylactic procedures to prevent future recurrence 
of the intussusception were carried out. The appendix 
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was somewhat swollen and indurated and it was re- 
moved for fear an acute suppuration might ensue. The 
wound was repaired in layers, using No. 1 chromic catgut, 
and black silk for the skin. 

The pathologic report was: “(1) Acute appendicitis ; 
the appendix was found edematous from early acute in- 
flammation. (2) Pinworm infestation; the lumen was 
packed with pinworms.” 

The postoperative course was uneventful. While the 
child was in the hospital, one of us (M.S.A.) of the 
Pediatric Service of Memorial Hospital gave the child a 
course of Antepar to get rid of the pin worms. Blood 
counts and urinalysis were repeated, giving results within 
normal limits. Throughout the postoperative period the 
child received Combiotic, 2 cc. every 12 hours for a period 
of three days and then 2 cc. daily until he was discharged 
from the hospital on the seventh postoperative day. His 
father was told that at any time in the future, should 
the child experience abdominal pain, he should be taken 
to the doctor immediately as intussusception was known 
to recur. 

While at home the child got along well. He tolerated 
his diet and was having normal bowel movements and 
enjoying complete recovery. 

Seventeen days after the first operation, the child 
became suddenly ill about 11:30 p.m. This time he was 
complaining of severe intermittent abdominal pains and 
vomiting. He was brought back to the emergency room 
of the hospital, and one of us (M.G.C.) was again called 
to see the patient. The pain had now been present for 
one and a half hours and was in both the epigastrium and 
the right lower quadrant. It came in acute episodes, 
during which the child would sit up on the stretcher, 
tap his abdomen hard and at times grab it, crying in 
severe pain and doubling his legs up on his abdomen. 
Then he would start vomiting clear stomach contents. The 
pain would last two or three minutes and then sub- 
side; the child would then be able to lie down again. 

Examination again was essentially negative except for 
the abdomen. There was moderate tenderness of the en- 
tire lower portion of the abdomen, especially in the right 
lower quadrant under the recent McBurney’s scar. No 
masses were palpable. There was moderate rigidity of the 
right rectus muscle. The tenderness was worse on deep 
pressure. Rectal examination again gave negative results, 
and there was no blood on the gloved finger. Bowel 
sounds were normal. A blood count showed 13,200 
white blood cells with 59 segmented forms and 41 lym- 
phocytes, 4,610,000 red blood cells, and a hemoglobin 
estimation of 10.2 Gm. The urinalysis gave negative 
evidence. 

A clinical diagnosis of recurrent intussusception was 
made. Inasmuch as the pain was only present for an 
hour and a half and since an ileocecal intussusception 
had been found 17 days previously, it was contemplated, 
therefore, that the recurrence might be in the same area. 
The radiologist was called, and within two hours of the 
onset of symptoms a barium enema with low pressure 
was performed, in the hope that if the intussusception 
had recurred at the same site, it could be reduced by 
hydrostatic pressure. Much to our surprise, the entire 
colon filled well, down to the ileocecal valve and it was 
declared normal by the radiologist. The terminal ileum 
did not fill. Following the evacuation of the barium 
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enema, the child felt somewhat relieved and for a while 
appeared symptom-free. At this particular interval, we 
thought that perhaps the intussusception had reduced 
itself rapidly by the enema before the radiologist had a 
chance to observe it. 

The child was taken to his room and given parenteral 
fluids and supportive measures. About two hours after- 
wards, the episode of pain recurred, but it was not as 
severe as it had been when the child was first seen in 
the emergency room. The pain continued, but the in- 
tervals between episodes were much more prolonged. A 
decision was made, however, to operate again, as it was 
considered that an ileoileal intussusception, which could 
not be detected by barium enema, could just as well 
be taking place. 

The child was operated on under cyclopropane-ether 
anesthesia, and just as the anesthetist was getting ready to 
administer the anesthetic, he had a convulsion on the 
operating table, which was quickly controlled by sedation. 
The abdomen was explored through a right lower rectus 
incision, and on opening of the peritoneal cavity about 
400 cc. of bloody fluid was readily removed by suction. 
An ileoileal intussusception was found taking place about 
2 feet from the ileocecal valve. This time the intussuscep- 
tion could not be reduced, and a bowel resection was 
therefore undertaken with removal of about 2 feet of 
gangrenous ileum. The bowel continuity was restored by 
an end to end anastomosis. The patient received 500 cc. 
of blood during the operative procedure. 

The pathologist’s report this time was: “(1) Gan- 
grenous intussusception, ileum; (2) acute enteritis; (3) 
histoplasmosis (?). The Peyer’s patches were found to be 
involved with an acute hemorrhagic inflammation involv- 
ing the patch and overlying mucosa. In the reticuloendo- 
thelial cells of the Peyer’s patches there were masses of 
pale refractile bodies precisely resembling Histoplasma 
capsulatum.” The organisms were subsequently identified 
by special staining with Schiff stain. 

The postoperative course was stormy. Immediately 
postoperatively, convulsions developed, but gradually re- 
sponded to sedation. The temperature went up to 103.3 
F. rectally, the pulse rate was 160, respirations were 24, 
and the blood pressure was 190 systolic and 130 dias- 
tolic. Continuous nasal-gastric suction was maintained; 
nasal oxygen and parenteral fluids were administered. 
Various sedatives were tried including Luminal Sodium 
intramuscularly, and it was found the child could best be 
controlled by repeated small doses of Demerol. The vital 
signs gradually improved as well as the hypertension, 
and beginning on the third day following surgery, he was 
given 0.5 ounce of clear fluids by mouth every hour with 
the Gomco pump turned off. The usual measures of 
broad spectrum antibiotics were given prophylactically as 
well as blood, and parenteral fluids were given in appro- 
priate amounts for a child of his age in order to main- 
tain adequate blood volume and proper chemical balance. 
Once he began taking fluids by mouth, he gradually im- 
proved and was allowed out of bed as soon as his con- 
dition warranted it. 

Histoplasmin skin tests as well as bone marrow studies 
for histoplasmosis, performed postoperatively, gave nega- 
tive results. Once he was out of bed, the patient re- 
covered quickly and was dismissed from the hospital on 
Feb. 21, 12 days following surgery. 

It is now over nine months since the last operation, 
and the child has been symptom-free. When last seen in 
the office, he had completely recovered. 
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Discussion 

Intussusception in a child at the age of six 
years is indeed a rare occurrence. A review of 
the literature reveals that the incidence of intus- 
susception at this age is less than 2 per cent.!-4 
Gross! in his book on pediatric surgery reported 
a series of 702 cases of intussusception, in which 
nine of the patients were reported at the age of 
five to six years, and in none was the disease re- 
current at that age. Santulli and Ferrer? re- 
ported 80 per cent of their patients were under 
one year of age. 

The presence of H. capsulatum in the Peyer’s 
patches raises an interesting point as to the pos- 
sible etiology of the intussusception in this case. 
The organism was identified by the specific stain 
of Schiff; however, the skin tests and bone 
marrow studies by sternal puncture failed to show 
generalized histoplasmosis. Although the child 
had a gangrenous intussusception, it is noteworthy 
that no masses could be felt on physical exam- 
ination of the abdomen, bowel sounds were nor- 
mal, and there was no bloody mucus on rectal 
examination. 

Whether the intussusception will again recur is 
problematic. The child is being carefully watched, 
and the father has been instructed to report any 
type of abdominal pain immediately to the phy- 
sician. 

Summary 


A case of ileocolic intussusception recurring 
as an ileoileal intussusception in a six year old 
boy with histoplasmosis of the Peyer’s patches of 
the ileum, treated successfully by surgery, is 
reported. 
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Diabetes Screening in Polk County 


CHESTER L. NAYFIELD, M.D.* 
AND 
James A. Donatpson, M.D.** 


WINTER HAVEN 


In the past five years there has been an in- 
creasing interest in multiphasic screening projects 
including as many as 12 tests.1 These have been 
carried out predominantly in large cities or in 
isolated industrial areas. Studies have been run 
by health departments,2 community* and general 
hospitals,4 industrial health plans,> and individ- 
ual physicians. The purpose of this paper is to 
discuss the project in Polk County where a pre- 
dominantly Negro and low income white popula- 
tion being tested for syphilis was also screened 
for diabetes. 

The Polk County Health Department, with 
the cooperation of the Florida State Board of 
Health and the Polk County Medical Association, 
planned a countywide blood testing survey for 
syphilis. It was decided to draw an additional 
sample of blood on all patients over 30 years old 
to be screened for elevated blood glucose. This 
addition to the survey was intended to determine 
whether or not enough asymptomatic diabetes was 
present and whether or not response to referrals 
to private physicians was adequate to justify rec- 
ommending this addition for other countywide 
blood surveys. 

Preliminary to the survey, community pro- 
grams were organized to which prominent Negroes 
as well as a few white public officials were invited. 
The purpose of the survey was explained, motion 
pictures on diabetes and syphilis were shown, 
and questions were answered. In addition to these 
programs, posters urging blood testing were placed 
in all areas to be tested. Radio and newspaper re- 
leases gave the reasons for the tests as well as 
the location of the blood testing stations. There 
were three teams, each consisting of a nurse and 
a clerk. Each station was manned by one of these 
teams and was equipped with a card table, chairs, 
and a sign indicating that blood specimens for 
testing would be taken there. A sound truck drove 
through each area playing records and making 
spot announcements urging people to have their 
blood tested and giving the locations of the blood 
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testing stations, most of which were in front of 
popular business establishments. Blood specimens 
were taken from 4 to 8 p.m. on weekdays and 
from 10 a.m. to 5 p.m. on Saturdays. No attempt 
was made to have patients in a fasting state. 

The blood specimens for diabetes screening 
were taken in Sheppard blood-taking tubes to 
which thymol and sodium fluoride had been added. 
The blood was obtained from the tubing of the 
serology tube so that only one venipuncture was 
necessary for both tests. The blood was tested 
at the Florida State Board of Health Laboratory 
in Jacksonville with the Clinitron, a mechanical 
laboratory apparatus which screens blood sugar 
at 130 mg. per hundred cubic centimeters of blood 
by the Wilkerson-Heftman method at the rate of 
120 determinations an hour. A_ blood glucose 
determination by the Somogyi-Nelson method was 
made on all blood that screened positive. 

All patients with elevated blood glucose were 
given appointments at one of the seven County 
Health Department offices. Duting the first part 
of the retesting, those who gave no history of 
having diabetes were merely checked with a fast- 
ing blood sugar, but those tested later were given 
100 Gm. of dextrose in water by mouth and two 
hours later a second specimen for blood glucose 
determination was drawn. 

All patients with previously diagnosed diabetes 
were referred back to their physician, and a rec- 
ord of their survey blood glucose level as well as 
a fasting blood glucose level was mailed to him. 
All persons without a previous history of diabetes 
who had a tentative diagnosis of diabetes made 
on the basis of retesting with a fasting blood sugar 
or modified glucose tolerance test were referred 
to their own physician, and a record of all blood 
glucose determinations was mailed to him. A fol- 
low-up was made about four months after the 
retesting was begun to determine whether or not 
persons with previously diagnosed diabetes as well 
as those with newly diagnosed diabetes had re- 
ported to their physician, whether they had re- 
turned to him regularly, and whether they were 
on a diet, taking insulin, or both. 
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Results of Survey 


The results of the blood testing for syphilis 
have been published elsewhere.?7 The survey was 
made from Sept. 8, 1955 to Oct. 16, 1955. As is 
seen in table 1, 2,670 persons were screened for 
diabetes, and 40 had blood glucose levels above 
130 mg. per hundred cubic centimeters of blood. 
As noted in table 2, 15 of those with a positive 
reaction to the screening test were already known 
to have diabetes, but had not been under a phy- 
sician’s care recently. Of the 25 who were not 
known to have diabetes, 23 were retested. The 
other two could not be tested; one had moved to 
Georgia without leaving a forwarding address, and 
the other had died.* Of the 23 with no history 
of diabetes who were retested, in 13 the reaction 
remained positive.** 


Table 1 


Persons screened having blood glucose levels above 
130 mg. per hundred cubic centimeters of blood 40 








Persons screened having levels below 130 mg. 2,630 
Total tested 2,670 
Table 2 
Known to have diabetes 15 
Not known to have diabetes 25 

Not retested 2 
Negative after retest 10 
Positive after retest 13 
Total screened positive 40 


Criteria for Diagnosis on Retest 


Although it had been planned to use a fasting 
blood sugar of 130 mg. per hundred cubic centi- 
meters of blood or a blood sugar two hours after 
oral dextrose of 140 mg. as the upper limit of 
normal, there was no difficulty in the diagnosis 
of most cases as the blood sugar was much higher 
than this. As is seen in table 3, there were only 
two cases in which the fasting blood sugar was 
below 130 mg., but diabetes was considered to be 
present on the basis of a blood sugar above: 140 
mg. (157 and 174 mg.) two hours after oral dex- 
trose. 

The patient in one of these cases was the son 
of a nonsurvey diabetic person accidently dis- 
covered and previously mentioned. His private 
physician thought he did not have diabetes and 
that the elevated two hour glucose was caused by 
cirrhosis. The patient was requested to have a 


*The patient died at the age of 47 of a cerebrovascular acci- 
dent. Her routine urinalysis on admission to the hospital was 
— for sugar, but no blood glucose determination was 
made. 
**In addition, the mother of one of the patients presented 
her son’s appointment card, was tested and was found to have 
previously undetected diabetes. She was not counted in the 
survey. 
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complete glucose tolerance test, but failed to do 
so. In the other case, diabetes was diagnosed by 
a private physician, and insulin therapy was in- 
stituted. Thus, of the 13 patients who satisfied 
our criteria for the presumptive diagnosis of dia- 
betes on retest, in 12 the diagnosis was confirmed 
by their private physicians (table 4) and in one 
was challenged but not definitely refuted. 


Follow-up Problems 


There were many problems encountered in 
following up this survey. Because of the size of 
the county, there are seven Health Department 
offices. Although all patients to be retested were 
asked to come to one of two retesting sessions, the 
response was poor, and individual appointments 
had to be made in many cases. Even then, many 
patients did not keep their appointments, and 
much time was wasted waiting for them. In- 
cluding travel time, as much as eight hours was 
spent retesting a single patient. 

Many patients had not given addresses com- 
plete enough to permit the investigator to find 
them, and consequently a painstaking search was 
necessary to locate them. As was noted, the thor- 
oughness of the investigator resulted in retesting 
all but two persons whose reaction was positive 
in the survey. 


Four Month Follow-up 


To evaluate whether or not the patients with 
known diabetes or with previously unknown dia- 
betes had benefited from the survey, a follow-up 
was made about four months after the retesting 
was begun. All 27 patients (15 previously known 
diabetic patients and 12 physician-confirmed new 
diabetic patients) were contacted. Of those with 
previously undiagnosed diabetes, all 12 had re- 
ported to their private physicians or to the Dia- 
betes Clinic at the Polk County Hospital. All 
but three of them had seen their physicians within 
the past month. Nine were on a diet and taking 
insulin, two were on diets but not taking insulin, 
and one was not on a diet nor taking insulin. 
The one patient on no diet and not taking insulin 
was, according to her physician, advised to be on 
a strict diet. 

Of the 15 previously known diabetic patients, 
10 had returned to their private physicians or to 
the County Hospital. One had contacted her phy- 
sician by phone, but four had made no attempt 
to return to treatment. Six were on a diet and 
taking insulin; three were on a diet, but were not 
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Table 3 
Modified 
Survey Fasting Fasting Glucose Tolerance Diagnosis 
Case Age Race Sex Blood Blood Blood Blood Glucose Two Confirmed 
Glucose Glucose Glucose Hours After Dextrose by Private 
in Milligrams in Milligrams in Milligrams in Milligrams Physician 

1 70 N F 228 137 371 Yes 

2 37 N F 343 214 Yes 

3 43 N M 171 106 157 No 

+ 36 N F 251 286 240 457 Yes 

5 73 WwW F 180 * Yes 

6 50 N F 263 180 442 Yes 

7 41 N F 149 274 386 Yes 

8 48 N F 157 249 360 Yes 

9 67 N M 266 240 QNS Yes 
10 63 N F 290 257 Yes 
11 66 N F 200 214 Yes 
12 49 N F 206 280 Yes 
13 65 N F 243 114 174 Yes 








retest 


taking insulin; one was taking insulin, but was 
not on a diet; and five were not on a diet nor 
taking insulin. It will be seen from this follow-up 
that those with newly diagnosed diabetes were 
cooperative in reporting to their physicians and 
in following his instructions regarding diet and 
insulin. Of the previously known diabetic pa- 
tients, however, only two thirds returned to treat- 
ment. The return of 10 uncontrolled diabetic 
patients to medical care is certainly of significance, 
and they should be added to the 12 newly dis- 
covered diabetic patients in evaluating the accom- 
plishments of the survey. 





Table 4 
Diagnosis of diabetes by private physican................ 12 
2 SR ee ee ero 1 
se Oe assis sees: 13 
Summary 


A countywide blood-screening program for 
diabetes was carried out on 2,670 adults. An 


bs ba retested in the Health Department. Diagnosed by a private internist after the survey, but before the patient could be 


intensive follow-up campaign resulted in 10 of 15 
previously known diabetic patients and in all 12 
of the newly discovered diabetic patients return- 
ing to their private physicians or to the County 
Hospital for diabetic management. Many prob- 
lems encountered in following up a survey of this 
type are discussed. 
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Hiccups as Sole Presenting Symptom 
Of Myocardial Infarction 


N. STUART GILBERT, M.D. 
MIAMI 


In 1939, Weiss! reported his observations in 
three cases of coronary artery occlusion com- 
plicated by hiccups. Swan and Simonson? con- 
firmed the presence of this complication in myo- 
cardial infarction, and related their application of 
phrenic nerve crush as a therapeutic measure. 
Perchuk atid*’Liveson? had similar experiences, 
two of their cases displaying gastrointestinal 
hemorrhage as well as hiccups. A perusal of the 
literature, however, reveals no reference to hiccups 
as the sole presenting symptom of coronary artery 
occlusion. 


Report of Case 


The patient was a 65 year old Negro man with a his- 
tory of congestive heart failure which responded to 
digitalis and mercurials. He was first seen on June 14, 
1956, for a complaint of hiccups which awoke him from 
sleep four days previously. He appeared exhausted and 
complained of pronounced weakness because of this siege. 
Only slight dyspnea and orthopnea were evident. The 
neck veins were distended 3 plus, and a positive liver 
reflux was present. The chest was clear bilaterally. The 
heart was enlarged to the left with the point of maxi- 
mal impulse at the anterior axillary line in the fifth 
interspace. The pulse rate was 90, and the rhythm was 
sinus in character. A rough systolic murmur was heard 
at the apex, and P-2 was greater than A-2. The blood 
pressure was 90 systolic and 60 diastolic. The liver 
and spleen were not palpable. There was a 2 plus pitting 
edema of both lower extremities. He was given digoxin, 
Mercuhydrin, a salt-low diet, and 100 mg. rectal supposi- 
tories of Thorazine. 

Five days later, on June 19, the hiccups were still 
present. An electrocardiogram was taken at this time 
because of the patient’s previous history of congestive 
heart failure. The tracings disclosed the presence of an 
acute anterolateral myocardial infarction (fig. 1). The 
patient was treated with anticoagulants and 25 mg. doses 
of Thorazine intramuscularly upon his admission to the 
hospital. Laboratory studies revealed a nonprotein nitro- 
gen of 45 mg. per hundred cubic centimeters; the Was- 
sermann reaction was negative; urinalysis showed no 
sugar, a trace of albumin, occasional granular and hyaline 
casts, 2 to 6 white blood cells, and no red blood cells. 
The hemoglobin estimation was 8.99 Gm.; the red blood 
cell count was 3,690,000, and the white blood cell count 
was 8,800, with polymorphonuclear leukocytes 78 per cent 
and lymphocytes 22 per cent. 

Eleven days after the onset of hiccups, there was no 
evident response to Thorazine or sedation. On June 21, 
the patient was given 5 mg. of prednisone every eight 
hours with gratifying improvement at the end of 24 hours, 
and almost complete abatement in the next 48 hours. 
The dose of the drug was gradually reduced within a 
period of 10 days, during which period the patient re- 
ported occasional short periods of hiccups, which ceased 
spontaneously within a few minutes after onset. On 


June 26, a repeat tracing disclosed the subacute phase 
of the previous infarction and, in addition, a decided ac- 
centuation of Qs, which is probably indicative of the 
posterior progression of the infarcted area (fig. 2). 


Discussion 


Painless myocardial infarction has been noted 
by many observers, with a greater reported in- 
cidence in the Negro race. The occurrence of 
hiccups without obvious etiology, therefore, merits 
electrocardiographic investigation for coronary 
artery disease. 

Diaphragmatic tic is probably due to a reflex 
mechanism in anterior infarction because of the 
close interconnection between the superficial and 


‘deep cardiac plexuses on the one hand, and the 


cervical segments of the spinal cord, the sympa- 
thetic ganglions, and the vagus on the other. 
When the under surface of the heart becomes in- 
farcted, the mechanism of hiccup production is 
most likely one of direct phrenic nerve or dia- 
phragmatic irritation. Figure 3 represents a trac- 
ing taken on June 26, in which Q waves were in- 
scribed in the left infracostal region in the mid- 
clavicular and midaxillary lines. It is my opinion 
that this represents infarction on the diaphrag- 
matic surface of the heart, and that hiccups oc- 
curred because of the localized inflammatory re- 
action and edema irritating the diaphragm and 
the rich underlying phrenic plexus. 

The decision to administer prednisone in this 
instance to counter the hiccups was suggested by 
the work of Prinzmetal and Kennamer.* These 
authors were able to convert complete heart block 
associated with posterior myocardial infarction to 
sinus rhythm within 12 hours after the adminis- 
tration of ACTH. It was postulated that the 
corticotropin suppressed the inflammation and 
edema surrounding the auriculoventricular node 
and the bundle of His. In addition, the work of 
Hepper, Pruitt, Donald and Edwards® amply 
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Fig. 1.—Electrocardiographic tracing taken on June 
19, 1956, which displays acute anterolateral infarction 


pattern. 








Titty: 


| Sesas SSOSeeTpST TS! fyeewnmoumn 














‘o> == {RP 








Lead Ill 


- Lead V1 





Lead V2 





Lead V3 











‘= > et) bind si = 
“RS SBESLRP2oR Z2< = Ss 
ae RBRESROSSCSE ~ - i thas 














ipens dere is 


Lead V1 
Lead V2 
Lead V3 
Lead V4 
Lead V5 
Lead V6 


anae 


athe 


7 =F tee 
\SGRes Queed Geers 
(SCORRe BSSRe Faaee 

SRU08 Seas Pelee 


88868 wine 


7 
22 SER Se CHESS & 


8 Sees bas 


oe 


@Seee aeeee Be: 


Seons & 


on 
rv] 
TH 
2 
Li 
TI 
ae 
ee 

ak eERes ® 


eee Ras 
same gee: 


gh 


ASEe ESSE OREw 
HSU SRE TR ETE S 


$8004 28USE GOR Dene aeee se Rene 


Q88e8 22088 2.858 ae 
$0GGe sees OESes es 









1GGsae anes SOROS EES 
S8e RRER BE 
Se Bie Re ee: 
Os eueae 


$B ene wee 
ie SRMOE SBA HORE Se 


Lead III 


I 

Lead II 
Lead aVl 
Lead aVi 


Lead aVr 


ea 226 BERS 
568 lumnms cates 










Ss S58 owes - | 








J. ?cortpa M.A. 
*faRcH, 1958 





GILBERT: HICCUPS AS SYMPTOM OF MYOCARDIAL INFARCTION , 963 








Fig. 3.— Lower left: Infracostal area in midclavicular line. Lower right: Infracostal area in anterior 
axilliary line. Q waves probably indicate infarction on diaphragmatic surface of the heart. Upper left: Rep- 
resents lead V-8. Upper right: Is V lead at vertebral co.uisn. 


attests to the safety of steroid administration in 
acute myocardial infarction. Cortisone was ad- 
ministered to dogs with experimentally produced 
coronary artery ligation. Although microscopic- 
ally detected delays were noted in the four to six 
day old infarcts, there was no measurable differ- 
ence in the healing of the infarcts at the end of 
60 days between the cortisone treated animals and 
the controls. 


Summary 


A case is presented which displayed hiccups as 
the only presenting symptom of myocardial 
infarction. 

Tracings taken over the left infracostal region 
in the midclavicular and midaxillary lines in- 
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Fig. 2. — Electrocardiographic tracing taken on June 
26, 1956, which shows subacute phase of anterolateral 
inéarct.on, 


scribed Q waves. This result may be indicative 
of infarction over the diaphragmatic surface of 
the heart. 

Hiccups in myocardial infarction may occur 
by a reflex mechanism in anterior involvement, 
and by direct irritation of the diaphragm or 
phrenic nerve plexus in posterior infarcts involv- 
ing the under surface of the heart. 

Steroid therapy may be a valuable treatment 
adjunct in hiccups due to myocardial infarction 
with involvement of the diaphragmatic surface of 
the heart. 
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Infestation From the 


Use of Human Sludge as Lawn Fertilizer 


James O. Bono, M.D. 
JACKSONVILLE 


The modern methods of handling the ancient 
problem of disposal of human waste stand at the 
apex of achievements in public health. The solu- 
tion of this problem, however, has created a both- 
ersome satellite of smaller problems relating to the 
presence of still infectious agents in the final prod- 
ucts of the modern sewage disposal plant. It 
will be the purpose of this paper to report the 
results of a special study on one of these prob- 
lems. 

A recent report has shown that the modern 
sewage treatment process does not necessarily 
completely destroy all pathogenic organisms. Vi- 
tuses of the Coxsackie group, tubercle bacilli and 
even typhoid bacilli can be detected in the effluent 
by suitable procedures.! In 1918, Dr. Homer 
Venters, a public health laboratory worker in 
Tampa, demonstrated ascaris ova in 44 per cent 
of 200 specimens of sludge from Imhoff Tanks.? 
During the second World War, Cram and his co- 
workers® surveyed the sludge from 16 munici- 
palities and 17 army camps in the United States. 
No cysts or ova of parasites were found in the 
specimens from the municipalities, but one third 
of those from the army camps contained viable 
ascaris Ova. 

Keller and Hide,* two South African investi- 
gators, carefully defined the role of sewage sludge 
as a possible source of ascaris infestation when 
this sludge was used as fertilizer on municipal 
sewage farms. They demonstrated ascaris ova in 
the sludge from three separate disposal plants 
ranging from 749 to 7,805 ova per gram dry 
weight. The percentage of viable ova in each spec- 
imen examined ranged from 72.3 per cent in the 
raw sludge to 42 per cent in the sludge that had 
dried for 42 days. The extreme resistance to dry- 
ing of ascaris ova was demonstrated by the pres- 
ence of viable ova in a sample which contained 
only 5 per cent moisture after drying an unknown 
length of time. The sewage treatment process 
had remarkably little effect on either the total 
numbers of ascaris ova per gram dry weight of 
sludge, or their viability. They concluded that 
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heat treatment is necessary to convert sewage 
sludge into a safe fertilizing material. 

As is well known, heat-treated sewage sludge 
has been used extensively in commerical fertilizer 
in the United States. The growth of small urban 
and subdivision sewage disposal plants in Florida, 
however, has led to the use of plain dried sludge 
for lawn and garden fertilizer, often primarily as 
an aid to the disposal plants in ridding them of 
their accumulated sludge. 

The municipal sewage disposal plant in Tam- 
pa contracts this sludge to a local nurseryman, 
who in turn retails it as lawn fertilizer. During the 
summer this arrangement was initiated, however, 
a local pediatrician, Dr. Lewis T. Corum, treated 
a child with severe ascariasis and, in a careful 
history, obtained the interesting information that 
the child had had contact with sludge obtained 
from this source and used on the family lawn as 
fertilizer. This paper is a report on the subsequent 
investigation to determine whether this sludge 
was a source of ascaris infestation in this commu- 
nity. 

Description of Investigation 

Specimens of sludge were obtained at approxi- 
mately biweekly intervals from the Tampa Mu- 
nicipal Sewage Disposal Plant. This is a primary 
sewage treatment plant in which sludge is re- 
moved from the settling basins, allowed to digest 
at 80 to 90 F. for approximately 30 days and 
distributed to beds for drying up to 21 days. After 
determination of moisture content, the specimens 
were examined for ascaris ova by the standard 
zinc flotation method and by quantitative Stoll 
counts. These examinations were made by the 
Disposal Plant Laboratory (for moisture) and 
the Tampa Branch of the Florida State Board 
of Health Laboratory (for ascaris ova counts). 
Three specimens each were taken from the raw, 
the digested, and the drying sludge. This dried 
sludge was the only source of plain commercial 
sludge for lawn fertilizer in Tampa at that time. 
No special viability cultures were made, but esti- 

mates of viable eggs were made by visual inspec- 
tion of the ova from each specimen examined. 
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The second major part of the investigation 
was to determine whether or not the children ex- 
posed to the sludge, used as lawn fertilizer, were 
actually infected by the ova known to be present. 
Two groups of children, who were alike in all 
respects except exposure to sludge as lawn ferti- 
lizer, were studied for prevalence of ascaris in- 
festation. Ndmes of households using sludge as 
fertilizer were obtained from the retail dealer. 
Control households were selected from the City 
Directory. All interviews and examinations were 
carried out without knowledge as to the identity 
of the child in either the sludge or control group. 
The stool specimens submitted by children under 
age 15 were examined for parasitic ova by the 
standard zinc flotation method. 


Results of Study 


Table 1 gives the results of the examinations 
of sludge for ascaris ova. Under the columns 
headed “Ascaris Ova/ml” the “O” indicates no 
ova were present on either zinc flotation or quan- 
titative Stoll counts. Less than 100 per milliliter 
was reported when ova were present on zinc flota- 
tion, but insufficient to appear on the Stoll count. 
Over 100 per milliliter was given as the actual 
Stoll count. It is seen that ova were present in at 
least one of the three specimens of dried sludge 
submitted on each date shown, and 400 per milli- 
liter was the maximum found. Visual inspection 
indicated that from 10 to 50 per cent of the ova 
were viable. 


Table 1.—Ascaris Ova and Moisture Content of 
Sludge, Tampa Municipal Sewage Disposal Plant 
November 1955 - January 1956 


Type of Sludge 














5 Raw Digested Drying 
Ss ~~ o _ +o wan ~ @® _ 
7 gize 22 22 Ef 22 
a <a a8 ca 32 2 3&2 
as 3 <6 gs <6 g3 <6 

11/9/55 94.5 0 91.3 -100 56.3 -100 
94.5 0 91.3 100 56.3 300 
94.5 0 91.3 -100 56.3 400 
11/28/55 95.1 0 92.3 0 36.7 0 
95.1 0 92.3 0 36.7 -100 
95.1 0 92.3 -100 36.7 0 
12/14/55 94.9 0 92.1 0 36.7 0 
94.9 -100 92.1 0 36.7 0 
94.9 0 92.1 -100 36.7 -100 
1/12/56 94.6 0 37.3 -100 34.1 -100 
94.6 0 37.3 -100 34.1 100 
94.6 0 37.3 0 34.1 0 
1/27/56 95.3 -100 92.4 -100 43.3 -100 
95.3 0 92.4 -100 43.3 -100 
95.3 0 92.4 -100 43.3 -100 
-100 denotes that ova were present on gross zinc flotation, 
but in insufficient numbers to permit counting by the Stoll 


count method, 
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Table 2.—Completed and Incompleted 
Investigations in a Survey of Tampa Households 
for Intestinal Parasites 








Sludge Group Control Group Total 





No. % No. % No. % 
Initial households 154 100 168* 100 322 100 
Completed 
investigations 110 71.4 95 56.5 205 63.6 
Incomplete 
investigations 44 28.6 73 43.5 117 36.4 
Reasons For Incomplete Investigations 
Total 44 100 73 100 (117 100 
Not home 23 52.3 38 52.1 61 52.1 
No such address 2 4.5 25 34.2 27 23.1 
No children 18 40.9 6 8.2 24 20.5 
Not interested 1 2.3 3 4.1 4 3.4 
Unknown 0 0 1 1.4 1 0.8 





*Includes 14 added addresses to original control list. 


The fact that a smaller number or no ova were 
found in the digested and raw sludge was in- 
terpreted as being due to the high moisture con- 
tent which would operate as a dilution factor. 
This same observation was made in a similar study 
in South Africa. Uneven distribution of the ova 
in the raw sludge would also increase the prob- 
ability of obtaining repeated negative samples. 

Information was obtained on the interview 
investigation form to determine whether the two 
groups examined were reasonably similar in all 
respects except exposure to sludge. Table 2 shows 
the percentage of completed investigations made 
on the original households, and the reasons for 
incomplete investigation. It is noted that 71.4 
per cent of the sludge households had completed 
investigations compared with 56.5 per cent of 
the controls, and the reason for the fewer com- 
pletions in the latter was the large number with 
no such addresses. It is also noted that there 
were more families with incomplete investigations 
in the sludge group because of the fact that there 
were no children. This is probably so since the 
sladge households had a large number of older 
retired couples who had the time and money nec- 
essary to take extra care of their lawns. House- 
holds without children were not pressed for com- 
pletion of the interview questionnaire. 

Figure 1 shows the comparability of the oc- 
cupants of the households with completed investi- 
gation forms by age and sex. The grouping for 
age of the children was made to fit the ages we 
considered to be the natural periods when ascaris 
might or might not be acquired. Unknown ages 
were included in the 35 plus group. The occur- 
rence of selected characteristics within the two 
groups, which might influence the prevalence of 
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parasites, was studied. There was no significant 
difference in the occurrence of young children, 
septic tank sewage disposal, poor storm drainage, 
city water supply, or prior parasites in the family 
between the two groups. Neither sludge nor con- 
trol children gave a history of having had or 
been treated for ascaris within the six month 
period prior to interview. This extended over the 
period of time when they were exposed to the 
sludge and could have become infected and treat- 
ed prior to the survey. 

Of the 109 children in the sludge households 
interviewed, 33.0 per cent did not submit stool 
specimens for examination. Of the 113 children 
in the control group, 28.4 per cent were not ex- 
amined. It was concluded that these unexamined 
children would not have changed the final results 
had they been examined, since they were essen- 
tially alike in as many characteristics as we could 
examine from the survey interview questionnaire. 

Table 3 gives the results of the laboratory 
examinations on the stool specimens submitted. 
The total number of children in the sludge-ex- 
posed group was 109, and in the control group 
113. Of the 109, 73 or 67.0 per cent submitted 
specimens for examination, and one positive as- 
caris stool was found. Of the 113 control children, 


81 or 71.6 per cent submitted specimens for ex- 
amination, and no ascaris ova were found. The 
one positive ascaris stool was from a two year old 
white male child. This single positive has no 
statistical, and we believe no actual, significance 
in demonstrating a difference in risk of ascaris 
infection between the two groups of children. 


Table 3.—Results of Laboratory Examinations 
for Intestinal Parasites, Tampa Survey, 1955 








Sludge Control Total 
Group Group 





Total children in 


investigated homes 109 113 222 
Number children 
submitting specimens 73 81 154 


Laboratory findings: 





No parasites 67 67 134 

Ascaris 1 0 1 

Hookworm 0 2 2 

Pinworm 4 8 12 

Other (E. coli, 

E. nana, Giardia) 1 4 5 
Discussion 


It is believed that the results of the investiga- 
tion show that whereas viable ascaris ova were 
present in the sludge sold as lawn fertilizer in 
Tampa, it did not produce a significant risk of 
infection to the children so exposed. It is thought 
that no obvious bias was present to alter the 
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comparability of the two groups of children whose 
s‘ools were examined for the parasites. There is 
tae possibility of false negative laboratory tests 
ca a single stool from an infected child, but this 
;ossibility should be equally distributed between 
the two groups. The combined total of all para- 
sitic ova found in the two groups indicated a 
slightly higher experience with parasites in the 
control as compared with the sludge group. The 
combined parasitic index of 12.9 per cent for the 
total 154 children is approximately that expected 
from previous experience in school surveys of 
similar populations, and is evidence against any 
significant number of false negative examinations. 

Collateral evidence that the low prevalence 
of ascaris found in this survey is accurate was 
obtained by a brief survey of the sludge from 
three subdivision sewage disposal plants in this 
area. Out of a total of 21 specimens examined, 
over a two month period, only four gave positive 
evidence of ascaris ova, and only one viable egg 
was seen in each of the four positive specimens. 

Since from 1 to 2 cubic yards of sludge were 
spread on the lawns, assuming 100 ova per milli- 
liter, approximately 7,650,000 ova were added to 
each lawn of which 10 to 50 per cent were viable. 
This estimate would compare with from 350,000 
to 1,000,000 ova deposited each day from a 
moderately infected child. Apparently either the 
ova are rapidly inactivated by sunlight, as sug- 
gested by the South African investigators, or the 
habits of these p»rticular children are not such 
that would lead to excessive ingestion of con- 
taminated dirt. It is also possible that a single 
or very few viable ova were ingested. Due to 
the fairly short stay of individual ascaris worms 
in human hosts (ascaris is often called “the un- 
happy parasite”), they may have been acquired 
and shed prior to the time of the survey. 

These observations, plus the usual absence of 
serious illness in all but the most severe ascaris 
infestation, should eliminate any undue alarm 
over sludge used as lawn fertilizer being a real 
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public health hazard. The fact, however, that it 
presents a potential risk of ascaris transmission 
cannot be denied. Heat sterilization, before retail 
distribution, may do much to relieve public ap- 
prehension, and would insure that even this neg- 
ligible risk to the public is eliminated. Tempera- 
tures of 65 C. are reported as lethal for ascaris 
ova after contact for three minutes, and these 
would presumably be the minimum requirements 
for such sterilization. 


Conclusion and Summary 


Viable ascaris ova in the range of 100 per 
milliliter were shown to be present in sewage 
sludge sold as lawn fertilizer in Tampa. 

An epidemiologic survey demonstrated that 
there was no significant difference in the prev- 
alence of ascaris in a group of children exposed 
to this sludge as compared with a group of con- 
trol children living one block away from their 
respective homes. The sewage sludge used as 
lawn fertilizer was shown to be a potential but 
not an actual source of ascaris infestation in this 
community. 

Heat sterilization of the sludge for a minimum 
of three minutes at 65 C. would eliminate this 
potential hazard. 
weds aiieas wake cages Wie alt’ Guill mee ees 
been possible. A total of 25 persons was involved directly 
in carrying out the stuay, They include Drs. Frank V. Chappell 


and Clack D. Hopkins and staff of the Hillshorourh Countv 
Health Department, Dr. Lorenzo L. Parks and staff, Mr. H. D. 


Venters and stati, Dr. Albert V. Hardy and staff and Mr. 
David B. Lee and sek, all of the Florida State Board of 
Health; and Mr. C. Courson and staff of the Tampa Munici- 
pal Sewage Palle, i ant. 
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Improved Results in the Postcoital Test 


With Terramycin Vaginal Suppositories 


Joun M. Scuuttz, M.D. 
MIAMI 


The postcoital examination of the cervical 
mucus should be a part of every routine investiga- 
tion of the sterile couple. It is the only means by 
which the actual penetration of the sperm into the 
cervical canal can be established. 

Previous investigators!-? have shown that the 
cervical mucus undergoes cyclic changes and that 
there is an optimal time for sperm penetration 
through the mucus. Variations in the appearance 
of the mucus are not uncommon, and moderate 
viscosity with a reduced volume is not incompat- 
ible with pregnancy, although a high fertility in- 
dex is usually associated with the production of 
abundant, clear, acellular, low viscosity mucus. 
The appearance of the mucus in infertile women 
may be the same as that of fertile women. Fur- 
thermore, even severe abnormalities and function- 
al disturbances such as tubal closure or cystic 
ovaries need not be reflected in disturbances of 
cervical secretion. Again, one may find the mucus 
to be scanty, viscous and cellular, or moderately 
profuse but cloudy, with leukocytes on microscop- 
ic examination, in subfertile or sterile women. The 
mucus may have the consistency of a thick jelly. 
This type of mucus never protrudes into the va- 
gina and may be difficult to aspirate. In some 
women, only a small quantity of mucus is present 
at any time of the cycle, or the cervix may con- 
tain the mucopurulent type of mucus associated 
with endocervicitis. 

This paper attempts to show that with the 
use of Terramycin vaginal suppositories there has 
been an improvement in the cervical mucus and 

a resultant improved postcoital test. From Aug. 1, 
1952, to January 1954, the plain Terramycin 
vaginal suppository was used. Since January 1954 
an improved tablet, Terramycin with polymixin, 
has been used. This preparation has lessened the 
number of complicating fungus infections that 
have occurred. 


Clinical Instructor, Department of Obstetrics-Gynecology, 
University of Miami School of Medicine, and Director, In- 
fertility Clinic, Jackson Memorial Hospital, Miami. 

Terramycin Vaginal Suppositories used in this study were 
provided by Chas. Pfizer & Co. through the courtesy of Dr. 
M, William Amster, 


Material and Method 


A total of 320 infertile couples were seen in 
private practice from Aug. 1, 1952, to Dec. 31, 
1955. These couples were investigated with com- 
plete infertility studies which included history 
and physical examination of both partners, semen 
analysis, tubal insufflation and/or hysterosalpingo- 
gram, endometrial biopsy, postcoital examination 
and examination of the cervical mucus relative 
to Spinnbarkeit, arborization and retractility. A 
total of 457 postcoital examinations was per- 
formed on 134 patients who required treatment 
in an attempt to improve the test. Fifty-two pa- 
tients were treated with the plain Terramycin 
vaginal suppository, and 82 patients were treated 
with Terramycin with polymixin vaginal supposi- 
tories. 


Patients Treated with Terramycin Vaginal Suppositories. 


from_8/1/52- 12/31/55 
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Table_1 


From Aug. 1, 1952, to Dec. 31, 1954, 122 pa- 
tients were studied for infertility. Seventy pa- 
tients (57 per cent) had a good postcoital test 
and did not require treatment. Fifty-two patients 
were treated in this group to improve the post- 
coital test with Terramycin vaginal suppositories. 
They had a total of 146 postcoital examinations. 
There were nine patients (17 per cent) in whom 
itching and burning in the vagina with vaginal 
discharge developed. Vaginal smears revealed the 
presence of either trichomoniasis or moniliasis. 
All were relieved by stopping the treatment, by 
cool cornstarch baths, and by vinegar douches. 

The postcoital tests were planned for the 
optimal time based on Spinnbarkeit examinations, 
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° ° ° ° le ture charts, Spinnbarkeit examinations, and re- 

Patients Treated with Terramycin \ aginal Suppositories, tractility tests of the cervical mucus. 
from 8/1/52 - 12/31/53 The specimens of the cervical mucus were col- 
lected with a Knight nasal biopsy forceps. This 
| No. of No. of particular clamp was used because of its ease in 
No. of Treated P-C No. ¢ % reaching the level of the internal os and its con- 
Patients} Patients | Tests | Reactions cave tip in which the mucus would collect. Spec- 
122 52 146 9 17% imens of the mucus were collected at the level of 
the external os and the internal os, and were im- 























Table 2 


basal body temperature charts and the menstrual 
history. All 52 patients at the time of the first 
postcoital examination had numerous leukocytes 
in the mucus, no sperm, or an occasional dead or 
sluggish spermatozoon per high power field. Many 
of the other characteristics of poor mucus were 
also present such as scantiness, high viscosity, and 
thick jelly-like material. Many of the patients 
had no obvious cervicitis or endocervicitis, while 
others had varying degrees of cervicitis. 

From Jan. 1, 1954, to Dec. 31, 1955, 198 pa- 
tients were studied as previously described for 
infertility. One hundred and sixteen patients had 
good postcoital tests, while 82 patients had poor 
tests and required therapy. In this group of 
treated patients, Terramycin with polymixin vag- 
inal suppositories were used. This tablet was an 
improvement over the plain Terramycin vaginal 
suppository in that there were fewer reactions. 
Nine patients (11 per cent) had itching, burning, 
vaginal discharge and vulvar rash. Relief from 
symptoms was obtained, on ceasing therapy, by 
cool cornstarch baths and vinegar douches. A 
total of 311 postcoital tests were made in this 


group. 


Patients Ireated with Terramyin with Polymrin Vaginal Suppositors 


From _1/1/54~ 12/31/55. 














No. No. of 
No. of | Treated P-c No. of 
Patients | Patients | Tests Reactions % 
198 82 3il 9 1% 























Table 3 


The postcoital tests were performed two to 24 
hours after intercourse; the most frequent time 
interval was from four to seven hours after coitus. 
These were planned by basing the probable ovula- 
tory period with the use of basal body tempera- 


mediately studied microscopically for spermatozoa. 

All patients received Terramycin (100 mg.) 
vaginal suppositories and were instructed to in- 
sert one tablet vaginally each morning for 10 
days high in the vaginal canal. They were told 
not to douche. The postcoital test was repeated 
the following month. It was necessary to repeat 
the treatment more than once in a number of pa- 
tients. 


Cervical Mucus 
The cervical mucus was considered improved 
after therapy if it was clear, abundant, contained 
few or no leukocytes under microscopic examina- 
tion, and had a high Spinnbarkeit ratio. It was 
considered not improved if it remained cellular, 
thick, and scanty. 


Sperm Migration 

It is difficult to classify numerically a good or 
poor postcoital test in this series, since the hus- 
band’s sperm count is an important factor. Ob- 
viously, if a semen analysis revealed a sperm 
count of 150 million per cubic centimeter with 
90 per cent motility at one hour, we would find 
more spermatozoa per high power field in the 
postcoital test as compared to a sperm count of 
30 million per cubic centimeter with 60 per cent 
to 70 per cent motility at one hour. These patients 
were not selective, but seen consecutively with 
varying sperm counts from 20 million to 250 mil- 
lion per cubic centimeter. In general, a good post- 
coital test was so termed if there were at least 
five to 10 active motile sperm per high power field. 
Sperm migration was classified as poor if none 
were found or an occasional mildly active sperm 
was seen per high power field. In many instances 
there were between 50 and 100 sperm per high 
power field with excellent motility, while in others 
between 2 and 5 sperm per high power field with 
good motility were present. 

Results 

The results in the series of patients (122) seen 
from Aug. 1, 1952, to Dec. 31, 1953, have been 
analyzed, since enough time has elapsed for eval- 
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uation. Seventy patients (57 per cent) had a 
good postcoital examination and did not require 
any therapy to improve the test. 


Results with Terramycin Vaginal Suppositories 
from 8/1/52- 12/31/53 








Patients ; e: ri 
No. of 4 renarie Not 
Patients ropy) Therapy? Improved | % | Improved | % 
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Table 4 


Fifty-two patients (43 per cent) had poor post- 
coital examinations and required treatment. 1Im- 
provement was noted in 34 patients (65 per cent), 
and 18 patients did not improve. 









































Number of Pregnancies. 
122 Patients 
from 8/1/52 - 12/31/53 
No. of [ra 
Improved No. of 
No. of | No. of Patients -C Patients 
Patients | Pregnant | % || Tests Pregnant | % 
122 54 44% 4 17 % 
Go Meenas = of = 
a Non-improved | No. of 
6 Miscarriages ste ° 
3 Wat yet dived feats men % 
18 4 22% 
Table 5 


Fifty-four patients (44 per cent) of the 122 
patients studied and treated became pregnant. 

Eighteen patients did not have improved post- 
coital tests after therapy. Four patients became 
pregnant (22 per cent). Of the 34 patients who 
had improved postcoital tests, 17 patients (50 per 
cent) became pregnant. Case 1 is an illustration. 


Case 1.—The patient was a 38 year old nullipara with 
seven years of sterility. Her husband, by a previous mar- 
riage, had three children and was 50 years of age. His 
semen analysis was 49 million per cubic centimeter with 
50 per cent motility at two and one-half hours and good 
progression. Tubal insufflation revealed patent tubes; 
endometrial biopsy showed secretory endometrium. On 
Sept. 13, 1952, a postcoital test on day 14 after two and 
one-half hours revealed at the level of the external os 
an occasional dead sperm per high power field with 
numerous leukocytes and scanty mucus. At the level of 
the internal os there were no sperm per high power field 
and the same condition of the mucus. She was given 
Terramycin vaginal suppositories for 10 days. The post- 
coital test was repeated on October 17 on day 15 of the 
cycle and showed the same picture as had previously 
been seen. 

Again she was given another course with Terramycin 
vaginal suppositories. On November 14, a postcoital test 
on day 15 after four and one-half hours showed 10 to 
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15 sperm per high power field with very few leukocytes 
at the level of the external os and at the level of the 
internal os 25 to 50 sperm per high power field with ex- 
cellent motility and no leukocytes. The postcoital test 
was once more repeated on December 10 (no therapy 
had been given prior to this examination) on day 13 
after six and one-half hours. At the level of the external 
os there were between 10 and 15 motile sperm per high 
power field and at the level of the internal os between 
five and 10 motile sperm per high power field. The 
mucus was clear and acellular. The reaction to the 
Aschheim-Zondek test on Feb. 24, 1953, was positive, 
and the patient delivered a 7 pound 8.5 ounce male on 
October 12. 


Fourteen of the husbands in this series had 
sperm counts under 40 million per cubic centi- 
meter. Five of the wives became pregnant. An 
example is the following case. 


Case 2.—The patient was a 25 year old nullipara with 
duration of infertility of four and one-half years. Her 
husband, aged 27, had a sperm count of 30 million per 
cubic centimeter with 66 per cent normal forms, 70 per 
cent motility at three hours, and good progression. Tubal 
insufflation showed patency; endometrial biopsy revealed 
secretory endometrium. A postcoital test on May 8, 1953, 
on day 13 after six and one-half hours showed the mucus 
to be thick, viscous and cloudy, and it contained numerous 
leukocytes. No sperm were seen at the level of the ex- 
ternal os and internal os. The patient was given Terra- 
mycin vaginal suppository therapy. 

The postcoital test was repeated on August 3 on day 
11 after four hours and again the specimen showed no 
sperm, a moderate number of leukocytes, and mucus 
still somewhat scanty and slighty cloudy. She was given 
another course of Terramycin vaginal suppositories, and 
the postcoital test on November 19 on day 13 after five 
hours showed 25 to 50 sperm per high power field at 
the level of the external os and 10 to 15 sperm per 
high power field at the level of the internal os with good 
motility. The mucus was clear and abundant, and con- 
tained practically no leukocytes. Her last menstrual 
period was March 30, 1954, and there was a positive re- 
action to the Aschheim-Zondek test on May 23. She 
delivered a healthy normal male weighing 8 pounds and 
15 ounces on Jan. 19, 1955. 


Comment 


The postcoital test is regarded as a means of 
determining the compatability between sperm and 
cervical mucus. Conception requires the coopera- 
tion of various factors. Improving the postcoital 
test is merely one of these factors. It must be 
emphasized that the patients in this series re- 
ceived other types of therapy in addition to the 
Terramycin vaginal suppositories to help bring 
about conception. 

Terramycin vaginal suppositories were used 
until January 1954. The plain Terramycin vag- 
inal suppositories were discontinued and replaced 
by an improved tablet, Terramycin with polymix- 
in. This tablet reduced the incidence of local re- 
actions and the recurrence of fungus infections. 


Conclusion 


Sixty-five per cent of the patients in the series 
here presented showed improvement in the post- 
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Marcu, 1958 
cital examination following Terramycin vaginal 
suppository therapy. 

Seventeen per cent had complications of vag- 
inal discharge, itching and vulvar rash with Terra- 
mycin vaginal suppositories. Only 11 per cent 
had the aforementioned complications using Ter- 
ramycin with polymixin vaginal suppositories. 

The pregnancy ratio is much higher in those 
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patients with a good postcoital examination as 
compared to patients with a poor postcoital test. 
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The Surgical Treatment of Exophthal- 
mic Ophthalmoplegia. By W. J. Knauer, Jr., 
M.D. Am. J. Ophth. 43:58-66 (Jan.) 1957. 

The purpose of this paper is to describe the 
treatment of exophthalmic ophthalmoplegia by 
means of a modified technic of lateral orbital 
decompression and to discuss some of the indica- 
tions for performing this relatively benign proce- 
dure. Illustrative cases are described in which 
this operation was performed seven times on five 
patients at the Wilmer Ophthalmological Insti- 
tute. There was an average decrease in exoph- 
thalmos of 7 mm. in these cases; the maximum 
recession obtained was 11 mm. and the minimum, 
4 mm. 

In summary, the author observes that exoph- 
thalmic ophthalmoplegia is a syndrome, the exact 
pathogenesis of which is unknown. It can pro- 
duce proptosis, ocular palsies, diminished or com- 
plete loss of vision, and, in severe cases, loss of 
the globe. It has been shown that adequate orb- 
ital decompression can be obtained either via the 
lateral or transcranial approach, although the lat- 
ter is the more formidable. In many cases of this 
type, the general policy of watchful waiting has 
resulted in a number of ocular cripples and lost 
eyes. Late orbital decompression results in cos- 
metic improvement only and has no effect on the 
extraocular muscle palsies. There is experimental 
and clinical evidence which suggests that the 
changes in the extraocular muscles may be in part 
secondarily induced by the increased orbital pres- 
sure or exophthalmos. 

Assuming that an adequate trial of medical 
treatment has failed, it is suggested that patients 
with exophthalmic ophthalmoplegia in whom 
there develop signs of extraocular muscle palsies 
or evidence of visual impairment undergo a de- 
compression, preferably through the less formid- 
able but adequate lateral approach. 


Gastrointestinal Wheat Allergy; Two Re- 
cent Experiences. By H. J. Roberts, M.D. 
J. Allergy 27:523-530 (Nov.) 1956. 

This report is presented primarily as a clinical 
and therapeutic study in view of the renewed in- 
terest in wheat allergy, particularly as this phe- 
nomenon relates to the sprue and celiac syn- 
dromes. It was prompted by the recent obser- 
vation of two patients who demonstrated profound 
improvement of severe gastrointestinal disability 
only after a wheat-free diet had been instituted. 

After reviewing the issues of gastrointestinal 
and wheat allergy as they pertain to the recent 
literature, the author reports the two cases in 
which the patients experienced prompt remission 
of symptoms on wheat-free diets. In the first case, 
severe primary sprue had been present which had 
become refractory to vitamin By», folic acid, and 
cortisone acetate. After the institution of this 
dietary regimen, the patient remained symptom- 
free. Both the hypocalcemia and steatorrhea re- 
verted to normal one month after the diet was 
started. The temporary beneficial effects of steroid 
therapy previously noted in sprue may be ascribed 
to the interference with this hypersensitivity state. 

The patient in the second case exhibited a se- 
vere gastrointestinal allergy to wheat manifested 
by diarrhea, a pronounced eosinophilia, and ab- 
dominal pain. A complete clinical and hematologic 
remission was also experienced in this case on a 
wheat-free diet, even though he was exposed to 
wheat flour dust during the course of his occupa- 
tion as a baker. A specific sensitization to gluten 
or another of the products of wheat digestion is 
inferred. 





Members are urged to send reprints of their 
articles published in out-of-state medical jour- 
nals to Box 2411, Jacksonville, for abstracting 
and publication in The Journal. If you have 
no extra reprints, please lend us your copy of 
the journal containing the article. 
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Timely Telephone Topics 


Man’s, and especially the physician’s, adapta- 
tion to the telephone has resulted in the develop- 
ment of innumerable, and occasionally, diverse 
technics designed toward management of this nec- 
essary, but oftentimes inconvenient, mode of com- 
munication. None of these technics is perfect. 
Indeed, it is apparent that none can possibly be 
devised which might be considered even a close 
approximation to perfection. The auditory elec- 
tronic connection between an ill and anxious pa- 
tient with all his multiform ambivalent feelings 
and a physician who may have the internist’s em- 
pathy, the surgeon’s imperturbability or the psy- 
chiatrist’s equanimity has all of the component 
parts necessary to produce reactions all the way 
from mutual gratification to explosive rejection. 

Practically all physicians have found it neces- 
sary to establish a buffer in the form of a recep- 
tionist between themselves and the world outside 
their offices. Some even double this buffer system 
‘through the additional aid of their office nurse. 
The efficiency of these systems is usually in direct 
proportion to the adaptability of the personali- 
ties of the component members. While most often 


effective, these arrangements can, at times, re- 
sult in patient dissatisfaction. 

Surprisingly enough, a number of physicians 
find that their most time-consuming and trouble- 
some calls come from members of their own pro- 
fession. With the exception of psychiatrists, prac- 
tically all doctors immediately recognize and re- 
spond to calls from fellow physicians. By the 
very nature of our profession we, of necessity, 
have become masters of “verbal diuresis.” We 
cannot seem to subdue the native instinct to com- 
municate to others all of the knowledge at our 
command concerning any subject from gout to 
the best method of recovering from the left- 
handed sand trap on number sixteen. Little do 
we realize how much of an advantage we have 
over our unhappy victim who usually has a sen- 
sitive patient at his deskside and cannot properly 
ventilate his feelings regarding the increase in 
dues at the country club. 

There are a number of corrective measures 
which can be taken in an attempt to regulate this 
little plastic-encased, expensive, expressive, jang- 
ling, provoking, irritating, loving, tender, quarrel- 
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some, pretty, means and/or happy product of 
s-ience. First, and foremost, we physicians have 
t» set the example, so to speak, by being precise 
end to the point in our telephone conversations 
with others — especially with other physicians 
curing office hours. Secondly, the buffer recep- 
tionists and nurses can be further utilized to 
screen unnecessary calls. Lastly, but certainly 
not the least importantly, education of the general 
public must be carried on. Along this latter line, 
we can continue to use the time-honored methods 
of receptionist instructions to callers supplemented 
by our own occasional chastisement of the lambs 
who insist on talking to the “GREAT PHYSI- 
CIAN” for the most important scheduling of an 
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appointment for a check on his or her most 
“HORRIBLE” blood pressure. Additional avenues 
of instruction could easily be sponsored by the 
medical societies through articles in local news- 
papers. On a national level it does not appear 
amiss to ask our pharmaceutical friends to help 
us educate the public on telephone courtesy 
through use of short blocked-off notes or even 
discussion paragraphs along with their lay maga- 
zine advertisements. 

As the old, old saying still is expressed— 
physicians come and go, but the telephone is here 
to stay. While we are still around, please let us 
really try to make our marriage to it last. 


Scientific Program Planned for Annual Meeting 


Bal Harbour, May 10-14, 1958 


The Eighty-Fourth Annual Meeting of the 
Florida Medical Association will take place in a 
new setting this year, the Hotel Americana at 
Bal Harbour, just north of Miami Beach. It is 
scheduled for May 10 to 14, with Saturday, May 
10, and the morning and evening of Sunday, 
May 11, reserved for meetings of specialty 
groups. The first session of the House of Dele- 
gates convenes on Sunday afternoon, and in ac- 
cordance with a ruling of the Board of Governors, 
no other meetings are to be scheduled at that 
time. 

The arrangements in general follow the sched- 
ule carried out at the convention in Hollywood 
last year. The innovation at that time of sched- 
uling two scientific assemblies only, and both on 
Tuesday, will be repeated this year. This plan 
gives members who can attend on but one day 
the opportunity to be present for the scientific 
assemblies and to enjoy the chief social events, 
scheduled for Tuesday night. 

The First Scientific Session, with Dr. George 
T. Harrell Jr. presiding, will open at 9:30 a.m. 
on Tuesday and continue until 12:30. Three 
medical papers will be presented in the fol- 
lowing order: “Hearing Loss in Persons of Ad- 
vanced Age” by Dr. Abraham R. Hollender and 
Dr. Otto S. Blum of Miami Beach; “An Analysis 
of the Causes of Blindness in Florida” by Dr. 
Nathan S. Rubin of Pensacola; and “False Posi- 
tive Pregnancy Tests Caused by Sparine and 


Thorazine” by Dr. Gerard H. Hilbert of Pensa- 
cola. After recess, the remainder of the morning 
session will be devoted to a panel covering recent 
advances in modern methods of diagnosis and 
therapy, with Dr. Richard Reeser Jr., of St. 
Petersburg, presiding. Dr. David Hume, Chair- 
man of the Department of Surgery of the Medical 
College of Virginia, will serve as moderator. 
Participating in the panel will be Dr. David A. 
Newman of Palm Beach, Dr. Michael M. Gilbert 
of Miami and Dr. Robert G. Cushman of Jack- 
sonville. Dr. Newman’s subject is “Reversal of 
Intractable Cardiac Edema.” The title of Dr. 
Gilbert’s paper is “The Use of Carbon Dioxide 
in the Treatment of Postconcussion Syndromes.” 
Dr. Cushman will discuss “The Application of 
Aspiration Technics as a Diagnostic Tool.” 

Dr. Donald F. Marion will preside at the 
Second Scientific Session, beginning at 2 p.m. 
Two papers on surgical subjects will open the 
program: “Physiologic Basis for Ulcer Surgery” 
by Dr. Edward R. Woodward of Gainesville, and 
“Ventricular Aneurysm” by Dr. Richard G. Con- 
nar of Tampa. Following the afternoon recess, 
a panel will present the medical and surgical 
aspects of diseases of the chest. Dr. Franz H. 
Stewart of Miami will preside, and Dr. David 
T. Smith, Chairman of the Department of Bacte- 
riology of Duke University School of Medicine, 
will serve as the moderator. The panel members 
and their subjects will be: Dr. George H. Hames 
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Drs. Abraham R. Hollender, 
Miami Beach; Nathan S. Rubin, 
Pensacola, and Gerard H. Hilbert, 
Pensacola (left to right). 


Drs. David A. Newman, Palm 
Beach; Michael M. Gilbert, Mi- 
ami, and Robert G. Cushman, 
Jacksonville (left to right). 


Drs. Edward R. Woodward, Gainesville, and Richard 
G. Connar, Tampa (left to right). 





Below: Drs. George H. Hames, Lantana; William 
W. Stead, Gainesville; John G. Chesney, Miami, and 
Hawley H. Seiler, Tampa (left to right). 
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of Lantana, “Differential Diagnosis of Pulmonary 
Tuberculosis;” Dr. William White Stead of 
Gainesville, “Office and Bedside Evaluation of 
Pulmonary Function;” Dr. John G. Chesney, Dr. 
DeWitt C. Daughtry and Dr. Harold C. Spear 
of Miami, “Surgery in the Relief of Dyspnea of 
Ventilatory Origin;” and Dr. Hawley H. Seiler 
of Tampa, “Pulmonary Surgery in Infants and 
Children.” 

The complete program for the Annual Meet- 
ing will appear in the April issue of The Journal. 
The excellent scientific program, the distinguish- 
ed guest speakers at other sessions, the important 
matters to come before the House of Delegates 
and the many attractions of the Miami area 
should assure an unusually large attendance. 





Popularity of Midwinter 
Seminar Grows 


The Twelfth Annual University of Florida 
Midwinter Seminar in Ophthalmology and Oto- 
laryngology attracted the largest attendance this 
annual gathering at Miami Beach has ever had. 
Held at the Americana Hotel the week of Jan. 
27, 1958, this popular Seminar had 440 regis- 
trants from 38 states and from Canada, which 
had a representation of five. The Florida Society 
of Ophthalmology and Otolaryngology was well 
represented this year with 68 members in attend- 
ance. 

This outstanding event in Florida’s excellent 
program of postgraduate medical education was 
arranged to allow ample opportunity for after- 
noon recreation and evening entertainment. The 
featured social event was the annual informal din- 
ner on Wednesday night, January 29, at the 
headquarters hotel, which was preceded by a 
cocktail party for the visitors from throughout 
the nation. 

As is the custom, the program for the first 
three days of the week was devoted to Ophthal- 
mology and for the last three days to Otolaryngol- 
ogy. The faculty consisted of Dr. Frank D. 
Costenbader of Washington, D. C., Dr. John H. 
Dunnington of New York City, Dr. Peter C. 
Kronfeld of Chicago, Dr. W. Howard Morrison 
of Omaha, and Dr. C. L. Schepens of Boston, 
lecturing on Ophthalmology; Dr. Aram Glorig 
of Los Angeles, Dr. Jerome Hilger of St. Paul, 
Dr. Alexander S. McMillan of Boston, Dr. Samuel 
Martin of Gainesville, and Dr. James Maxwell of 
Ann Arbor, Mich., lecturing on Otolaryngology. 
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Seminar on Internal Medicine 


On April 3-5, 1958 the University of Florida 
College of Medicine will inaugurate at the medical 
college in Gainesville a series of postgraduate 
education seminars. The first seminar is to be de- 
voted to a discussion of recent advances in the 
understanding and management of patients with 
kidney, thyroid and respiratory disorders. This 
meeting should be of interest to physicians in 
general practice and specialists who are seeing 
patients -with medical illnesses. Selected topics 
of clinical import will be presented, and ample 
time will be provided for discussion of individual 
problems in patient management. 

Guest speakers will include Drs. George Sch- 
reiner, Georgetown University Medical Center, 
and Henry Heinemann of the Presbyterian Hospi- 
tal, New York City, whose subject is renal disord- 
ers; Drs. William H. Beierwaltes of the University 
of Michigan Medical School, Ann Arbor, and J. E. 
Rall of the National Institutes of Health, 
Bethesda, Md., who will discuss the thyroid gland; 
and Drs. William Stead and Arthur Otis of the 
University of Florida College of Medicine, who 
will lecture on respiratory disorders. Dean George 
T. Harrell Jr. also will deliver a lecture on uri- 
nary tract infections. Other members of the Uni- 
versity medical college who will participate in this 
seminar will be Drs. Mannie Suter, Chairman, De- 
partment of Bacteriology; J. L. Edwards, Chair- 
man, Department of Pathology; Samuel P. Mar- 
tin, Chairman, Department of Medicine; Thomas 
H. Maren, Chairman, Department of Pharmacol- 
ogy; and William C. Thomas Jr., Department 
of Medicine. 

Topics to be included in this seminar are: 

Renal Disorders: Newer concepts in the 
pathogenesis and management of patients with 
acute tubular necrosis; symptomatic electrolyte 
disturbances in patients with chronic renal disease; 
renal function—practical assessment and correla- 
tion with pathologic derangement; management 
of patients with acute and chronic infections of 
the urinary tract; recognition of patients with 
hypertension due to unilateral renal disease. 

Thyroid Disorders: Factors in thyroxin for- 
mation and release by the thyroid gland; limita- 
tions in the application of newer methods of as- 
sessing thyroid function; pathogenesis and man- 
agement of benign and malignant tumors of the 
thyroid; diagnostic dilemmas in histologic studies 
of diseased thyroid glands; recent developments 
in the pathogenesis of thyroiditis and the possible 
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application of autoimmune mechanisms to other 
endocrine disorders; the necessity for critical 
evaluation of patients with the “hypometabolic 
state;” hypopituitarism, and often unrecognized 
though not infrequent cause of hypothyroidism. 

Respiratory Disorders: Disturbed physiology 
in patients with chronic respiratory disorders; 
advantages and limitations of newer technics 
used in the treatment of patients with pulmonary 
emphysema; critical selection and use of drugs in 
patients with respiratory infections; useful aids 
in the differential diagnosis in patients with chest 
disorders. 

Advance registration should be made with the 
Division of Postgraduate Education, College of 
Medicine, University of Florida, Gainesville. 
There will be a fee of $25 for attendance at this 
seminar. 





1957 Report of Ford Foundation 


The Ford Foundation made new grants and 
appropriations totaling $83 million for education 
and other programs of national importance dur- 
ing the last fiscal year, according to the 1957 
annual report issued recently. The report covers 
the period from Oct. 1, 1956 to Sept. 30, 1957. 
Actions during 1957 brought to more than $1 
billion the Foundation’s grants and appropria- 
tions since it was established in 1936. The largest 
single grant was $24.5 million to expand national- 
ly the Woodrow Wilson fellowship program to 
combat the shortage of college teachers. 

Henry T. Heald, completing his first year as 
president of the Foundation, said in the report 
that “the cornerstone of the Foundation’s philos- 
ophy and program is the belief that through edu- 
cation society can realize its fullest potential for 
material abundance, intellectual enlightenment, 
and moral growth. 

“Higher education is beset today by finan- 
cial difficulties greater than those of any other 
period in American history. They are the result 
of a set of circumstances imposed upon higher 
education by the society it serves, and hence 
they become the responsibility of that society.” 
Mr. Heald cited as pressures on higher educa- 
tion the larger number seeking education, the 
demand for more years of education, the ex- 
panding fund of knowledge, and the United States’ 
role as leader of the free world. 

The year was marked by the ascendency of 
certain Foundation programs and the completion 
of others. Among opening grants made was one 
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on the Problems of the Aging. One feature of this 
new program was a grant of $24,000 to the Uni- 
versity of Florida for research into the adjust- 
ment problems of persons who move to new 
communities for retirement. 

Three programs completed by final payments 
from the special 1955 and 1956 appropriations of 
$550 million were $260 million for college faculty 
salaries, $200 million for extension of services 
in private, voluntary hospitals, and $90 million 
for improvement of instruction in 45 privately 
controlled medical schools. Fifty-six privately 
supported hospitals in Florida received payments 
ranging from $5,000 to $87,000, the payments 
for the year amounting to $1,115,300 and the 
total grants to $2,365,900. Among the privately 
supported medical schools, the University of 
Miami received a payment of $400,000, com- 
pleting a total grant of $900,000. 

Although the purpose of the Ford Foundation 
is to serve society and, by extension, to advance 
human welfare, Mr. Heald said, no foundation 
or combination of foundations can solve the com- 
plex problems and plaguing needs of mankind. 
“The most a foundation can do is to make a start, 
or indicate a route, or call attention to an idea. 
If the direction is right and the method sound, 
if a solution seems possible, then the people them- 
selves—individually or collectively through their 
voluntary agencies or governments—will finish 
the job.” In this role the Ford Foundation has 
indeed made and is making a magnificant con- 
tribution at home and abroad. 





Newly Established Educational Council 
For Foreign Medical Graduates 


After almost three years of planning, the 
Educational Council for Foreign Medical Gradu- 
ates is now in operation at 1710 Orrington Ave., 
Evanston, Ill. It will distribute to foreign medi- 
cal graduates around the world authentic infor- 
mation regarding the opportunities, difficulties 
and pitfalls involved in coming to the United 
States on an exchange visitor or exchange student 
visa in order to take training as an intern or 
resident in a United States hospital, or coming 
on an immigrant visa with the hope of becoming 
licensed to practice. 

Another function will be to make available 
to properly qualified foreign medical graduates 
while still in their own country a means of ob- 
taining ECFMG certification (a) to the effect 
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hat their educational credentials have been 
checked and found meeting minimal standards 
18 years of formal education, including at least 
‘our years in a bona fide medical school), (b) 
‘hat the command of English has been tested and 
found adequate for assuming an internship in an 
American hospital, and (c) that the general 
knowledge of medicine as evidenced by passing 
of the American Medical Qualification Examina- 
tion is adequate for assuming an internship in 
an American hospital. In addition, it will pro- 
vide hospitals, state licensing boards, and special- 
ty boards which the foreign medical graduate 
designates, the results of the three way screen- 
ing available. 

This newly organized council will not serve 
as a placement agency either for interns or resi- 
dents. Placement arrangements must be made 
by the foreign medical graduate directly with the 
hospital of his choice. It will not attempt to 
evaluate the teaching program or inspect or ap- 
prove any foreign medical school. Its program 
is based not upon evaluating the school from 
which the candidate graduated but upon evaluat- 
ing the professional competence of the individual. 
Also, it will not act as an intercessor for foreign 
medical graduates having problems under discus- 
sion by state boards of medical licensure or spe- 
cialty boards. If the foreign medical graduate 
asks that the results of his three way screening 
be sent to a designated board, this will be done, 
but the ECFMG has no right and no desire to 
review the decisions of the properly constituted 
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state licensing boards and American specialty 
boards. 

Sponsors of the new agency are the American 
Hospital Association, the American Medical As- 
sociation, the Association of American Medical 
Colleges and the Federation of State Medical 
Boards of the United States. Providing funds to 
support it through the first two years of its exist- 
ence are the sponsoring agencies, the Kellogg 
Foundation and the Rockefeller Foundation. The 
Executive Director is Dr. Dean F. Smiley, former 
Secretary of the Association of American Medical 
Colleges. 

The ECFMG’s Examination Committee will 
select the items for two examinations a year from 
the National Board of Medical Examiners’ pool 
of questions. The National Board of Medical 
Examiners will use as many of its 50 presently 
constituted United States examination centers as 
will be required and will establish examination 
centers abroad in numbers as found required to 
meet the need. The National Board of Medical 
Examiners will proctor the examination, score 
and analyze the results, and turn them over to the 
ECFMG’s Examination Committee for final 
evaluation and action. 

The target date for the first American Medi- 
cal Qualification Examination for foreign medical 
graduates already in this country was set for 
February or March 1958, and the second one is 
scheduled for August or September of this year. 
The latter will also be available to foreign medi- 
cal graduates abroad. 
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The Art of Setting Fees 


As one leaves his internship or residency and 
hangs out his shingle to signify that he is entering 
into the practice of medicine, the neophite then 
begins to wonder about how to set up an office. 

Like every soap 99 9/10 are pure and have 
seldom if ever charged for their services. How 
does he know what to charge; should he inquire 
about the charge of others in the community; 
take the various fee schedules from Blue Shield; 
industrial commission or medicare or perhaps he 
should read Medical Economics, Newsweek, and 
try to hit a happy medium. 

Establishment of fees according to some 
should be set rigid rules regardless of the finan- 
cial standing of the patient. Others feel that al- 
most all charges should take into consideration 


the person’s ability to pay. Perhaps these float- 
ing schedules would be possible and necessary 
for large fees that result from surgery, long hos- 
pitalization periods or in time of real hardship 
or the so called catastrophe illness. 

The average physician must depend on the 
two to ten dollar fee that comes from office, home 
and hospital calls. It is kind of difficult to 
charge different fees for the same service one 
offers in the office. For this reason each physician 
stabilizes his own fees so that in general he 
charges the same amount for his office procedures. 

Time, knowledge and skill are the physician’s 
main commodity. He has little else to sell. If he 
prescribes and sells medicine or sells shots the 
physician is entirely within his right. Perhaps 
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better, shouldn’t we feel that the doctor is selling 
his knowledge of diseases, skill and therapeutics. 

Charges are difficult to set up as a rigid fee 
schedule. No one likes rules and unfortunately 
they are made to be broken. It certainly is not 
good for public relations for one to give a simple 
shot for five dollars and then have the patient 
ask why Doctor Cheaper charges only two dollars 
for this same shot. It is hard to tell the patient 
that you have made a special study of this mat- 
ter; that you autoclave each syringe and needle 
before use; that you use only high grade injecta- 
bles, syringes and needles. Still in the patient’s 
mind is the difference between two and five 
dollars. 
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My View of Florida Blue Shield 
RosBert FE. ZELLNER, M.D. 


ORLANDO 


Member of Florida Medical Association Advisory Committee 
to Blue Shield 


When Dr. Babers asked me to appear on this 
program, I wondered why. After hearing the ar- 
ray of talent that appeared today, I wonder even 
more why, but I have finally come to a conclu- 
sion. The other night my son, who is in the 
eighth grade, came home with a book called 
“The Education of T. C. Mits:” I had never 
heard of Mr. Mits, but the title of the book in- 
terested me. I opened it and much to my surprise 
found that it was an arithmetic book. I then 
looked back to see what the education of T. C. 
Mits was, and it turned out that T. C. Mits is 
an abbreviation for “The Common Man in the 
Street.”” So, I think that after all this array, 
the program committee wants on the program 
one common man in the street, and that is I. 

Something like 18 months ago, Dr. Langley 
asked me to serve on the Association’s Advisory 
Committee to Blue Shield. It was one of few 
jobs I have been asked to do that I accepted 
readily and with pleasure. I had formed some 
definite conclusions about Blue Shield, and _ if 
anybody was going to help straighten it out, I 
wanted to have a hand in it. Because I found, 


The two addresses in this issue of The Journal are the 
third and fourth in a series, The first two were published 
in the February issue: ‘“‘Opening and Explanatory Remarks,” 
by Dr. Henry J. Babers Jr., and “Blue Shield From the 
Layman’s Viewpoint,” by Judge Ben C. Willis. All the 
addresses were delivered at the meeting of Active Members 
of Florida Blue Shield held Dec. 7, 1957 in Jacksonville. 
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Some place in each medical society there 
should be a committee that should establish min- 
imal fee schedules for office calls and treatments, 
home calls, which vary with distance and time 
of day or night, and last of all, a minimal stand- 
ard for hospital calls and procedures. 

Only through this medium can we as a Socie- 
ty establish good relationships with the public 
that we serve, and, only incidentally, rely upon 
for our livelihood. 

The Bulletin 
Sarasota County Medical Society 
November 1957 
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in casting around and talking to a number of my 
friends, that the ideas which I had were fairly 
common, I thought that the way I felt was rea- 
sonably representative. 

Early Conclusions 

There were several conclusions to which I 
had come: 

One of them was that Blue Shield is no longer 
necessary. It was organized back in 1945 in this 
state, primarily for the indigent, and the indigent 
nowadays hardly exist any more. Everybody is 
paying his bills, everybody has a big automobile, 
even if he is paying for it on time; so these indi- 
gents that we were concerned about just do not 
come in our offices anymore. Most of us are col- 
lecting most of the money that is on our books. 
Another reason why it is no longer necessary is 
that when Blue Shield was organized, there was 
no adequate insurance coverage for medical and 
surgical expense; but we now have the commer- 
cial companies offering all kinds of policies for 
such expense. And, after all, this is America, we 
believe in free enterprise, we are all free agents 
ourselves, we pay taxes in our community, and 
we do not want to see a nonprofit organization 
moving in. If the commercial insurance com- 
panies can operate at a profit, then they should, 
and we would get out of this nonprofit business. 
A third reason why I thought Blue Shield was 
obsolete is that we have defeated Claude Pepper 
now, and we have a man that we thought a few 
years ago was better than Claude, and socialized 
medicine is no longer a threat; so we just do not 
need Blue Shield any more. 
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A second conclusion to which I had come 
was that if we are going to keep Blue Shield, it 
should sell to indigents only. Why should we get 
out in the commercial market and compete for 
groups financially able to pay their own way? 
Our job is to take care of these people in the 
indigent groups, and help them to help pay us. 
We are the people who are helping to take care 
of them for nothing; so when we make it pos- 
sible for them to pay through insurance for care 
they would otherwise have gotten for nothing, 
in effect, we are scratching our own backs. If, 
however, we are going to sell, let us sell to those 
people only. 

The third conclusion to which I had come 
was that the Blue Shield management is no longer 
interested in the medical profession. Mr. Schro- 
der started out with us in a small organization. 
He has built it, along with the medical profession, 
into a multimillion dollar organization. It is a 
pretty big concern, and it is characteristic of the 
bureaucrat that if he can make it bigger, make 
more money, it gives him more prestige and 
makes him a bigger figure on a national basis. I 
felt that the directorship of Blue Shield no longer 
represented me. I was confident that most of the 
directors must have made their pile before the 
war, or, what was worse still, during the war. 
While I am doing all right, I have not bought my 
first Cadillac yet; and I still find that while I 
have myself insured against every contingency, 
my family and I manage to live it up and at the 
end of the year I do not have anything left. I am 
still making my first million and I did not feel 
that this representation which we have on the 
board of directors was. So, if there was going 
to be any change in Blue Shield, then I wanted 
to have a hand in making it. 


Changed Viewpoint 


Today, 18 months later, I think possibly the 
reason I am on this program is that I am like an 
alcoholic who joined Alcoholics Anonymous. The 
committee made a sucker out of me in that I 
have had to eat humble pie, and rather than 
thinking Blue Shield is no longer necessary, I am 
convinced that it is now more necessary than it 
ever has been before. I did not know just how 
necessary until I heard Mr. Ketchum and Dr. 
Good today. First, I think that the existence of 
Blue Shield shows that we care, that the medical 
profession cares. We have been accused of doing 
nothing, being negativists, always being against 
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and maintaining the status quo; but this is posi- 
tive action which we have actually taken, and it 
shows that we are interested in solving a problem 
which is going to be solved one way or another. 

Secondly, there has been a tremendous change 
in the attitude and the atmosphere of the Ameri- 
can Public in so far as buying things is concerned. 
This has been alluded to already. Everybody 
pays for anything he buys now at so much a 
month. I am no exception. I bought a house not 
long ago and I was not at all concerned about 
what it was going to cost. I wanted to know 
what my mortgage payment was going to be each 
month. I think the rest of us are pretty much 
in the same boat. I would like to point a finger 
at my own county medical society, which now 
lets members pay its dues twice a year. We are 
on an installment plan. Everything that we buy 
nowadays is on the installment plan, and people 
are now buying their medical care on a prepaid 
basis. So, what we are doing is simply collecting 
the fees in advance and then apportioning them 
among the profession. 

Another reason why I think Blue Shield is 
necessary is that it sets the pace for the com- 
mercial companies. Who knows what would hap- 
pen if this brake were removed? These companies 
are saying, “This is as good as Blue Shield and 


- it costs less.”’ “This is better than Blue Shield be- 


cause such and such.” It actually is setting a 
pace for these companies and to show you how 
important these commercial companies consider 
the type of policy which Blue Shield sells, most 
of you remember, I know, that just recently the 
Florida Power and Light Company down on the 
southeast coast proposed a commercial service 
plan. I can just imagine what representation 
any one of you men would have had if you had 
decided that the fee schedule was not equitable. 
You are one voice, one man against this commer- 
cial carrier, and have absolutely nothing to say 
about it. However attractive it was to begin 
with, no one knows what it would be next year 
or five years from now. We have absolutely no 
control over any commercial carrier, which is not 
true of Blue Shield. It is adequately demon- 
strated by this chart here giving names of the 
directors that we do control Blue Shield. As I 
look over these names I do not know who is driv- 
ing the big cars, but I see one fellow over here, 
George Palmer, who was a year behind me in 
college. I do not know if he has a rich uncle, but 
I imagine he is buying his groceries on the in- 
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stallment plan as I am. I look at several others 
here, and there may be some wealthy ones among 
you, but if there are, I do not think they made 
it in medicine. It seems to me that we have a 
pretty good representation of Mr. T. C. Mits. 

I would like to read a statement here to show 
you this is not simply a local problem. This was 
written by Dr. Morris K. Carothers of Oregon. 
I do not know Dr. Carothers, but I think this 
is a statement which could well have been written 
by any one of us. “I think there is no doubt 
that most physicians would infinitely prefer to 
be left alone to practice their profession to the 
best of their ability and in the light of their con- 
science and not be forced to participate in the 
perplexing problems now being imposed by the 
very existence of health insurance. For the exist- 
ence of insurance has of itself, increased the 
amount of medical care that is rendered.” We all 
know that this is true and that people are not 
only seeking medical care because it does not 
mean money comes out of their pockets today, 
but the existence of this type of insurance is 
enabling them to have better medical care than 
they have ever had before. 

“The difficulty is, of course,’ Dr. Carothers 
continued, “that while there is only so much mon- 
ey in the treasury of the health insurance com- 
panies, there is an unlimited amount of services 
to be rendered and almost all of it can be theo- 
retically justified. It is the belief of many who 
have studied these problems that the traditional 
devices of casualty insurance companies, namely 
the deductibles and co-insurance provisions, will 
not, of themselves, be sufficient to provide ade- 
quate controls upon a spiraling cost of medical 
care. At least in the present frame of mind of 
the public, it does not seem likely the contracts 
can be sold with deductible and co-insurance 
features high enough to act as a sufficient con- 
trol. Since there are more and more funds being 
poured into health insurance plans and coming 
under the control of business men administering 
these plans, there are going to be increasing 
problems of the relationship of these so-called 
third parties to both the patients and the doctors. 
Many of us believe that it is essential that physi- 
cians take an active and constant interest in these 
matters. We believe that the balance that must 
be found between economic reality and medical 
idealism is one that can be found only with the 
participation of physicians in the decision mak- 
ing. Physicians must be in the inner councils.” 
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As you can see, we are in the inner council, 


as has been brought out before by the composi- 
tion of the board of directors. I have mentioned 
here that I think these men are doing a good job. 
I also have to eat more humble pie. I have had 
to change my mind about Mr. Schroder. I had 
some harsh thoughts although I have not said 
them all out loud. Some of the harsh ones I 
thought, but I would like to take those back, the 
ones I said out loud as well as the mental reserva- 
tions. I think he has done a fine job and I think, 
too, that his forbearance and his self control 
with people like me, uninformed, opinionated, and 
positive, making statements, unsubstantiated, 
are as remarkable as they are rare. I think that 
he has much more self control than I would have, 
and I want to say publicly that I have had to 
change my mind and that I was entirely wrong. 

Earlier, I made the point that Blue Shield 
should be sold to indigents only. In the first 
place, this cannot be done. As has been brought 
out before, there is a higher rate of utilization of 
these services by indigents, and Blue Shield, by 
having a community rate, does in effect what we 
as doctors do in our offices. We charge some 
people more in order to charge other people less. 
If we only insured the indigent people, then the 
rates that would necessarily have to be charged 
would be substantially higher than the indigent 
could afford. Consequently, we must insure some 
of these preferred risk groups in order to get the 
community rate at a level the people can afford. 
The commercial companies have no interest in 
the social aspect of the medical needs of low 
income people. Nor are they interested in the 
doctor. The one interest which they have is in 
marketing a product which can make a profit. 
Admittedly, this is a praiseworthy motive, but this 
leaves the doctor holding the bag when he takes 
care of people who cannot afford to be sick and 
who cannot afford or qualify for commercial in- 
surance. By skimming off the cream, the young 
people, the people who are healthier, those who 
are better fed, and those who have better preven- 
tive medicine, commercial carriers are able to 
charge a rate less than Blue Shield; but they 
carefully avoid the very people who need insur- 
ance most. 

There is another reason, before I pass it over, 
why I think that it is necessary for us to have 
Blue Shield. Almost 90 per cent of the finds 
collected by Blue Shield are returned to the 
physician. There is almost a 10 per cent:-main- 
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{enance charge, or handling charge. I had a book 
put out by the insurance industry about four 
years ago. I think it is called Best’s or something 
like that. Such books are hard to get hold of be- 
cause they are restricted to insurance company 
executives. One of them inadvertently left a copy 
in my Office. It contained some information which 
I was glad to have. At that time, there was not 
a single commercial insurance company in the 
United States which returned as much as 60 
cents on the dollar to medical and surgical 
policyholders. White Cross, for example, paid 
back something like 40 cents out of every dollar 
that it collected. You can see what happens. If 
there is any money to be made out of caring for 
sick people, I do not think it should be made by 
stockholders, or by banks or by insurance compa- 
nies. I think it should be made by the people who 
are rendering these services. It is the doctor alone, 
not the banks, the insurance companies, or other 
investment concerns, who pays for the indigent’s 
medical care. It is only reasonable, then, that 
money collected for doctor bills should reach the 
doctor’s pocket. Blue Shield and Blue Cross dis- 
tributed to the doctors and hospitals in Florida 
last year the sum of 15 million dollars, which was 
90 per cent of the premium collected. If we ex- 
pand that up to 100 per cent, that means that they 
actually collected about 16.25 million dollars, of 
which we and the hospitals got back 15 million, 
more money than was distributed in this state by 
any other insurance company. That includes 
money paid out on all types of insurance; life, 
hospital, health and accident, and everything else. 
They distributed, here, 15 million dollars among 
us. Just suppose that had all been done only by 
commercial companies. Then the amount that 
they would have had to collect from the people of 
Florida, rather than 16.25 million, woud have 
been around 30 million dollars, a good part of 
which would have been distributed among stock- 
holders. If anybody is going to make money off 
my services, I want to be that person. There, 
then, is one of the other reasons why I think that 
Blue Shield is so necessary to the medical profes- 
sion. 

Another point which I made about my objec- 
tions to Blue Shield was that it was no longer 
interested in the medical profession. I referred 
to this earlier and I am convinced after attend- 
ing their board meetings and watching them work 
that these people are interested. Most of them 
are doctors, and they have the same problems 
that we have. The others are lay people of un- 
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questioned repute whose only compensation for 
serving on the Blue Shield board is what personal 
satisfaction they get from doing a worth while 
service for the community, the same compensa- 
tion any one of us gets for serving on the com- 
munity chest, Red Cross, or other such organiza- 
tions. One of the things that I have found in 
serving on this committee is that in a highly con- 
troversial area, neutrality itself is suspect. There 
is no such thing as a neutral; it is “you are a 
friendly neutral on what side,” or “you are un- 
biased in which direction.” I know I suspected 
all these people, and because I have changed my 
mind about some of these things, with more 
information, I find that I myself am becoming 
suspect. I have been told, “You have sold out to 
Blue Shield.” I think Dr. Babers has already 
alluded to my hard head, and I sincerely believe 
that I am harder to brainwash than that. I 
sincerely believe, too, that any one of you gentle- 
men subjected to the same education here as Mr. 
Mits and I have been would come out pretty 
much in the same mind. 


Problems 


I have come to some conclusions about what 
should be done with Blue Shield and I have just 
about decided, after hearing today’s talks, that 
I may be wrong on this score, too. The more 
I learn the less I know. There are some things 
that seem wrong with Blue Shield, some things 
inherent in its makeup, which, although not ac- 
tually wrong, predispose it to trouble. We have 
in effect, comparing Blue Shield with commercial 
companies, a democracy versus dictatorship. We 
know that it is an easy matter for Russia to 
suppress news. We have had a good example of 
how we can make monkeys of ourselves with the 
Vanguard mess yesterday and the day before. 
We do not know how many times the Russians 
fouled up before they put their satellites in the 
air. They do not have to explain those things 
to their people. Somebody decides, and that is it. 
In this country, however, we have to persuade 
people. We have to persuade them we are doing 
the right thing. I heard Edward Benes, who, 
you will remember, was the prewar premier of 
Czechoslovakia, say in this country, during the 
so-called cold war stage in 1939 and 1940, that 
the Nazis destroyed Czechoslovakia by utilizing 
those very things of which the Czechoslovakians 
were proudest, those things based on the Ameri- 
can constitution: the right to assemble, freedom 
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to bear arms, freedom of speech; and by mis- 
using them, they were able to destroy them. He 
was not suggesting that those things should be 
curtailed here or elsewhere. He was suggesting, 
however, that with freedoms of that sort come 
certain responsibilities to hold certain elements in 
check. 

We have the same situation here. I can not 
conceive of the Metropolitan Life Insurance Com- 
pany or, less still, of the Bankers Life & Casualty 
Company calling a hundred or more doctors to- 
gether to ask what they think about their policies. 
The very fact that a meeting of this sort would 
be held should indicate the interest of Blue Shield 
and indicate the difficulties that Blue Shield has. 
Any employer can go to Metropolitan today, or 
Prudential, and tell them what he wants. Suppose 
he has a company that has a thousand employees 
he wants insured. He tells them what he wants, 
and three days later they can give him a contract. 
We found in the Medical Economics Committee 
in negotiating with various companies for the 
Health and Accident plans for the Florida Medi- 
cal Association that when one is dealing with a 
half million dollars, he can buy what he pleases. 
You do not ask them for a contract; you tell 
them what you want. That is about the premium 
(half million dollars) that would be developed in 
this Florida Medical Association Plan per an- 
num, which is small potatoes compared to Blue 
Shield. 

So, when you deal with that kind of money, 
you can buy what you want, except from Blue 
Shield and Blue Cross. They walk into a com- 
pany and say, “This is it. Take it or leave it.” 
“Why?” the employers want to know. Because 
this is what the doctors say we can sell, they are 
told. The very makeup of Blue Shield makes it 
difficult for it to meet the changing situations 
which it has to face. Is that all wrong? Should 
the doctor’s feelings be ignored just because the 
commercial companies have no interest in them? 
Should we change the whole setup to meet com- 
petition? I think it should be changed some, to 
make it possible for Blue Shield to meet some of 
these situations, but not changed so much that 
the doctors voices are stilled, or are not impor- 
tant. Nor should it be changed so much that such 
a meeting as this would no longer be necessary 
or desirable. 

Another problem which faces Blue Shield is 
the divergent opinions among the doctors. I have 
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on my desk something like a hundred letters 
which have come in the last month in response to 
the questionnaire which we sent out. We run into 
this sort of thing: “What is wrong with Blue 
Shield is that it is paying too much; it is paying 
for unnecessary things in the office. It has no 
business paying for office cervical cauteries, office 
warts, things of that sort. What I would like it to 
do is have you pay more for the big things. It 
has no business paying for little stuff.”” Turn the 
next page, and here is another one. “What is 
wrong with Blue Shield is it does not pay for of- 
fice care. You are loading up the hospital with 
people who do not belong there simply because 
doctors are admitting them to have diagnostic 
work-ups.” All of such comments are made in 
perfect sincerity and equally perfect ignorance. 
A statement about the hospitals being loaded up 
because of misuse of hospitalization insurance is 
something which we suspect, and something that 
is exceedingly hard to prove. I pick out the one 
or two cases that I know about and draw gener- 
alizations that everyone but me is loading up the 
hospitals. This halo only has one size and it only 
fits one head, and each of us suspects the other 
fellow of being just a little bit crooked. 

A fourth thing that I think is wrong is the 
influence of the specialty groups. I do not know 
to what we could attribute this. I do know that 
since the war, at the state meeting, instead of all 
going to the annual meeting of the Association, 
many of us have started going on Saturday, go- 
ing to our own specialty groups and heading out 
for home. Instead of being physicians, we have 
become surgeons, orthopods, pediatricians, anes- 
thesiologists, obstetricians, and internists. We no 
longer are members of the Florida Medical As- 
sociation; we are members of our own specialty 
groups, and, to say the least, we all have a fairly 
narrow point of view when it is confined to that 
particular group. I think it is absolutely essential 
that once more we become physicians, that we 
become greatly interested in the problems of 
medicine, rather than the problems of surgery, 
the problems of orthopedics, or the problems of 
any specialty group. We must take an interest in 
this thing in so far as it affects all of us, because 
if one of us sinks, all of us sink. We have here 
in this state a problem that is not confined to 
Florida, the matter of adequate payment for med- 
ical services. It is a problem which must be solv- 
ed, because we cannot have any segment of the 
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nedical profession which is not wholeheartedly 
ehind Blue Shield. 

There is one other difficulty 1 would like to 
nention, the rigidity of Blue Shield. There are 
nany things which apparently should be changed 
vhich it cannot change. Some of its severest 
-ritics are saying, “You should not pay for this, 
you should not pay for that.” I know any one of 
you could sit down here and in a few minutes 
write out a formula for tube feeding that would 
meet the necessary nutritional requirements, pro- 
vide all the carbohydrate, all the protein, all the 
vitamins, all the minerals, all the things that 
would be absolutely necessary to keep a person 
in the best of health, but who would want to eat 
the stuff? You have to put it down with a tube, 
or else nobody is going to eat it. I am sure that 
given an hour or so, I could write out an insur- 
ance policy which would be exactly what my pa- 
tients would need, something which would suit 
them well; but they are just like me in this re- 
spect. They like to eat turkey dinner, too, and do 
not want to be fed something that is good for 
them but which does not taste good. I am sure 
most of you drive automobiles with much unneces- 
sary chrome and gingerbread on them. You buy 
them, and pay twice what they are worth, because 
of a stripe across the top or down the side, or a 
button on this side of the steering wheel instead of 
that side. There may be no difference in the auto- 
motive construction of the automobile, but you 
change your model because the hub caps look 
different from last year’s model. Blue Shield has 
to be competitive. It has to offer some things in its 
contract which are really tomfoolishness, simply 
because these people, who after all are the ones 
who are going to decide just how good it is, are 
going to have to buy it. They do not have to buy 
it, actually; but if they are going to buy it, it 
has to be desirable. 

There are several alternatives which face us. 
One of them is to maintain the status quo. As 
Dr. Good has said, I hope that nobody elects that, 
because I think it would be better to vote Blue 
Shield out of existence than to let it die a death 
of attrition. I have heard it said that if we lose 
one big group, the Dade County Teachers’ As- 
sociation, Blue Shield is going to be out of busi- 
ness, because they are a preferred risk group. 
Their low utilization rate enables Blue Shield to 
sell many other policies to older or less desirable 
people at a lower rate, one which they can afford, 
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than would otherwise be possible. If it loses the 
several hundred, possibly thousand, members in 
that group, then with the preferred risk people 
gone, Blue Shield cannot afford to underwrite the 
indigents. So the status quo is not a solution, it is 
a conclusion. 

The second thing that we can do is offer an 
indemnity contract, completely indemnity. I am 
not going to say anything more about that, be- 
cause I think that Dr. Good and others have said 
enough about it. I am convinced that the service 
principle is important for two reasons. One is 
that it shows we are interested and we are in- 
terested enough that we will give, and the second 
thing is that it makes us unique. We as doctors 
and we as members of Blue Shield have an in- 
terest and, I might add, a stake in the health and 
the medical problems of the entire community 
rather than in the preferred risks only. The old, 
the indigent, and the poor risk are’ going to re- 
ceive medical attention somehow, either through 
insurance which they can afford, from us for 
nothing, or from the government. If we go into 
the strictly indemnity type contract, we have 
nothing to offer which the commercial company 
does not have. 


Constructive Measures 


I had made up my mind to say a little bit 
about the things that I think should be done. 
After listening to the talks of the last hour or so, 
I am not so sure that I know all the answers. 
There are several things, however, which have be- 
come self evident to me in the past year and what 
I have heard here today increases the strength of 
my convictions: 

1. The service income limits of Blue Shield 
must be raised to a level high enough to attract 
a sufficient number of middle income subscribers 
to enable Blue Shield to underwrite the medical 
indigents, the elderly, and the other poor risks 
at a price they can afford to pay. Just what this 
level will be will be determined by what is ac- 
ceptable to the doctors of Florida. 

2. The scope of services covered by Blue Shield 
must be broadened to the extent that it is truly 
a medical and surgical contract. 

3. The fee schedule must be completely revised 
so that certain gross inequities in the present 
schedule are eliminated and so that fees commen- 
surate with increased service limits are paid. 

4. Some system for permitting Blue Shield to 
change its contracts to meet changing conditions 
must be devised. At the present time, this has to 
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be presented at the annual meeting of the House 
of Delegates, which makes the whole setup so 
rigid and cumbersome that it neither serves the 
best interests of the doctor nor of the subscriber. 
One solution might be to do as they do in Massa- 
chusetts where the Board of Governors of the 
State Medical Association is empowered to au- 
thorize changes in the Blue Shield contract. An- 
other possible solution would be to permit the 
Committee of Seventeen to approve such changes, 
although I think the Board of Governors would 
be better. Whoever it is should have the respect 
and confidence of the entire Association and 
should be conversant and interested in the prob- 
lems of both Blue Shield and the medical pro- 
fession. 

5. A continuing campaign for the dissemina- 
tion of information about Blue Shield and Blue 
Cross problems is another must. If the same ef- 
fort expended in the past 18 months by the Com- 
mittee of Seventeen had been spent six, seven, or 
eight years ago, I firmly believe that many of the 
problems and much of the misunderstanding 
about Blue Shield in the past several years would 
never have arisen. 

I do hope that you gentlemen will understand 
that our interest in this matter has been in doing 
to the best of our abilities a job that was given 
to us by the Florida Medical Association, by you, 
some 18 months ago. It has been the hardest job 
that I have had to do in medicine during the 
period of my membership in this Association. It 
has been a headache in many respects, and un- 
less something comes of it, unless we can get back 
to the members of the society itself the informa- 
tion which we have been able to distil out of what 
we have learned, our time has been wasted. I 
sincerely hope that what you have learned from 
what has been said here today, you will take 
back, and that as a result of the information 
which we have been able to accumulate, come 
next spring, we will be able to come up with a 
solution that will be acceptable to the members 
of the Association, which will be salable to the 
public, and with which Blue Shield can live. 





Blue Shield Annual Meeting 
The annual meeting of Blue Shield will be 
held Monday, May 12, in the Bal Masque 
Room of the Hotel Americana, Bal Harbour, 
Miami Beach. The session begins at 4:00 p.m. 
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Blue Shield Yesterday, Today and 
Tomorrow 


Jay C. KetcHuM 
DETROIT 


Executive Vice President, Michigan Medical Service. 


The development of medical prepayment 
plans, Blue Shield Plans, from the very beginning 
was built around the idea of freedom of choice. 
I was pleased to hear Judge Willis, a member of 
your Blue Shield Board of Directors, use the 
term “freedom of choice” because it leads right 
down to almost all that I have to say. More im- 
portant than the freedom of the patient to choose 
his own physician, and the freedom of the phy- 
sician to participate in your Blue Shield Plan 
and to accept or reject a particular case or patient, 
is the freedom of choice exercised by the pro- 
fession to accept or reject prepayment by Blue 
Shield as a principle or policy. You made this 
choice in Florida in January 1946, when you 
established Blue Shield of Florida, Inc. In any 
attempt to evaluate medicine’s position in relation 
to prepayment, and to determine its course of 
action for the future, it is logical to think back 
and to consider the past: how and why you are 
where you are and the choices you made which 
brought you to this situation. 

Dr. David B. Allman, the present president 
of the American Medical Association, in an article 
published in the Journal of the American Medi- 
cal Association, Nov. 23, 1957, expressed this 
point: that medicine did have, and had exercised 
a choice in regard to Blue Shield. He wrote. 
“Tdeally, physicians believe in the provision of 
medical service on a fee-for-service basis; a mar- 
ket in which a multitude of individual purchasers 
of medical care can choose freely and voluntarily 
the physician they want. The free choice con- 
cept is obviously not confined to medical care. 
It is a basic concept of our American system. 
Clarence Randall, in his book “The American 
Way,” makes this explanation: ‘The outward 
manifestation of the American system at work 
is freedom of choice for the individual in every 
activity of his life. The more that society can 
contrive to leave him free to select the aims for 
his life and the means of satisfying his own needs 
as he conceives them to be needs, the more will- 
ingly will he give of his best efforts in order that 
those ends may be attained.’ 


“Under these circumstances,” Dr. Allman con- 
tinued, “medicine operates in a competitive cli- 
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mate that fosters incentive, rewards ability, and 
smothers mediocrity. But medicine has had to 
yield, although its basic tenets remain. It yielded 
to financing mechanisms that clearly restrict the 
seller’s right to price his service, when it was 
convinced that the only alternative was sub- 
mission to less acceptable conditions. Physicians, 
for example, in many areas developed and partici- 
pated in Blue Shield Plans of the service type 
. . . because they felt even less desirable third 
party control would have ensued had the pro- 
fession itself not sponsored prepayment service 
type plans. 

“From the beginning, the profession was split 
on this question of sponsorship of service type 
benefits. And today the controversy continues. 
Many consider that physician-sponsored plans 
must stress service or cease to exist, while others 
condemn the approach as paving the way to con- 
trol of medical practice by third parties. Even 
among the service advocates intense controversy 
exists in connection with the income level at 
which the service benefits are to apply. Some 
demand low income levels so as to assure a self- 
contained, relatively limited, program, while 
others maintain that the plan serves neither the 
public nor the profession well unless the income 
level is increased so that a reasonably large sec- 
tion of the public can be covered. You are familiar 
with most of these considerations. . . . I mention 
them only to emphasize the point that the phy- 
sician has, by the pressure of events, come to 
play a more important role in financing mech- 
anisms than he ever conceived would have been 
possible only a few years ago.” 

Obviously, if Dr. Allman is right, and I think 
he is, medicine, in sponsoring Blue Shield, chose 
the lesser of two alternative evils. Also, obviously, 
you are here to attend his meeting of your House 
of Delegates tomorrow for the reason that you 
now find yourselves, by the pressure of events, 
again called upon to make a choice. While you 
still have your freedom of choice, you are not 
free from the necessity of making a choice, and 
again, it may be only the best of poor alternatives. 


Michigan’s Experience 


The invitation to come here and speak to 
you at this meeting was probably extended to me 
because my state of Michigan has just gone 
thfough ‘tid concluded what you are obviously 
now’ starfing:!"a re-examination, a whole fresh 
look at your fosition in prepayment, particularly 
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your Blue Shield. There may be some consider- 
able difference between my state of Michigan 
and your state of Florida. I wish I could say 
my state of Florida. I am sure that in this 
matter of the economics of medicine and Blue 
Shield, the differences are only of degree. The 
nature of the problems and the pressures are 
undoubtedly the same. In May 1956, I attended 
the meeting of the Council of the Michigan State 
Medical Society. I often attend these meetings to 
report the progress and problems of Blue Shield 
and to discuss such matters as our Home Town 
Care Veterans Program and Medicare, which we 
administer for the society in Michigan. Be- 
cause of this close relationship, I feel almost as 
though I were an employee of the state society, as 
well as of our Blue Shield Plan. At any rate, at 
this meeting in May, I expressed to the Council 
considerable concern and doubt that I had been 
feeling for some time in regard to the future 
of the Michigan Medical Service, Blue Shield, as 
well as Blue Shield Plans and Medicine’s atti- 
tudes and positions throughout the country. 

The Michigan society entered into Blue Shield 
much as the rest of you did, as the lesser of two 
evils. We got into it long before you did in Flor- 
ida because the pressures were evident and were 
felt much sooner and to a much greater degree 
in Michigan. After some labor pains and some 
digestive upsets during its early infancy, the 
Plan began experiencing a surprising and, some- 
times, terrifying growth. As far as size and en- 
rolment, number of participating doctors, and 
financial aspects are concerned, the Plan can be 
considered successful. 

It was this apparent success, however, which 
gave me concern and some doubts. Our sub- 
scriber contracts have always been limited as to 
the scope of benefits. Although we provided, and 
still do, medical, surgical and obstetric care for 
almost all hospitalized illnesses, as well as cer- 
tain specific procedures of surgery in the doctor’s 
office, we have never gone into diagnostic services, 
x-ray therapy, physiotherapy, the ancillaries nor 
the auxiliaries of supplemental services, if I may 
use those terms, to the basic medical services. 
We enrolled nearly half the population of the 
state of Michigan under these very limited con- 
tracts. More and more as time passed, we be- 
gan to hear requests. Unfortunately, in Michigan, 
we often consider requests to be demands be- 
cause of the nature of the organization of our 
population in labor unions. These requests came 
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from large labor organizations. They came from 
industry itself; Ford, General Motors, Chrysler, 
as well as numerous smaller concerns. The pro- 
fession, too, had ideas about the expansion of 
Blue Shield into areas which we had not previ- 
ously covered—some difficult areas, from the ac- 
tuaries, underwriters and managers point of view. 
There were also, on the part of the profession, 
particularly in different specialized groups, con- 
stant complaints about the inequities in fees. 
At any rate, the obvious success we had had in 
a limited way seemed to indicate to our critics, 
our public, and our profession that if we just 
tried a little harder, cast aside some of our fears, 
our doubts, and our inhibitions, we could prob- 
ably do pretty well in covering this whole field 
of medical service, and pay what they consider 
more equitable, adequate fees. 

Locally, labor, among others, was criticizing us 
severely, and in about the way expressed by Dr. 
Morris Brand, who is the Medical Advisor to the 
UAW-CIO, and now to the combined AFL-CIO. 
In the AFL-CIO News, in December 1956, Dr. 
Brand stated that since the Congress has not 
enacted legislation to set up a national health 
insurance program, which most labor unions 
favor, unions have had to find other sources of 
health insurance coverage for their members, 
mainly Blue Cross and Blue Shield and com- 
mercial carriers. “Since home and office care 
is rarely offered in these plans,” Dr. Brand con- 
tinued, “some labor groups have established di- 
rect service medical centers where services are 
actually provided rather than indemnities to 
cover part of the cost. The latter type of plan 
has proven much more popular with members, 
because there are no barriers to the service. Pre- 
ventive services are usually included in the bene- 
fits, and there are no hidden bills cropping up 
after the services are rendered.”’ In general, he 
thought, the extent to which commonly available 
insurance programs meet the family’s health 
needs is not too impressive to labor. He said 
that idemnity payments, a base upon which some 
physicians too frequently add substantial charges, 
are not a satisfactory method of paying for ser- 
vices. Also, the emphasis on hospital and surgical 
coverage, as in the case of most plans, without 
substantial outpatient benefits, is frequently a 
cause for unnecessary hospitalization. Further- 
more, as a result of inadequate concern for op- 
erating efficiency in hospitals and an unwilling- 
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ness to enforce legitimate controls, there are un- 
justified premium increases. 

According to Dr. Brand, these are labor’s 
goals for better health plans: 1. Complete pre- 
payment for medical care without co-insurance 
and deductible features and hidden added costs. 
2. Comprehensive benefits. Only if the range 
of health services is complete, will the individual’s 
health needs be effectively and economically met. 
3. Rational organization of medical services on 
the basis of group practice, and control of the 
quality of medical services which must be built 
into medical care plans. In April 1957, Walter 
Reuther, the president of UAW, in his presidential 
address to the convention, confirmed that as be- 
ing labor’s position. In the meantime, Mr. Reuth- 
er in Detroit had been proposing a laying of the 
groundwork for the United Automobile Workers 
Sponsored Program, Community Health Associa- 
tion. This, as near as we have been able to de- 
termine, and it is not off the ground yet, will 
operate as a closed panel practice group, utilizing 
salaried physicians, either full or part time, con- 
tracting with hospitals for some facilities and 
perhaps constructing some clinic facilities of their 
own. While providing a comprehensive scope of 
services, the diagnostic and preventive services 
would be stressed. 

The Council of the Michigan State Medical 
Society, recognizing that prepayment was becom- 
ing much more than had been contemplated in 
1940, decided to engage in an all out effort to 
educate its members to the facts of the situation 
to help them reach a decision as to the future 
of Blue Shield. This effort consisted of inform- 
ing the profession of the problems and the al- 
ternative possible actions, which might even in- 
clude getting out of Blue Shield as you obviously 
have considered in Florida. Beginning with the 
special meeting of the House of Delegates in 
April 1957, every practical means was utilized 
to inform the profession. We used the Journal 
of the Michigan State Medical Society every 
month. The county society bulletins month after 
month carried informative articles. Meetings were 
held through county societies, councilor district 
meetings were utilized, and the staffs of hospitals 
were gathered together. Panels of society officials, 
public relations people and Blue Shield personnel 
traveled up and down the state to present in- 
formation at these group meetings and to an- 
swer questions. The delegates at this special meet- 
ing of the Michigan House of Delegates in April 
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were asked to take no action at that time. They 
were informed as completely as possible and be- 
cause there was need for more information than 
was then available, two surveys were authorized 
at that meeting. The only real action that was 
taken was an authorization to spend the money 
to make a survey of the public’s attitudes and 
opinions toward prepayment in health insurance 
and to survey the attitudes, opinions and desires 
of the medical profession. 


Surveys of Public and Professional Opinion 


A report on the results of this survey is an 
all day job in itself. The printed results from that 
survey weigh 4% pounds in the original form, 
in which they were produced by mimeograph. I 
understand that in Philadelphia last week, bound 
copies, in a reduced size, were distributed to all 
the delegates of the American Medical Association 
and other interested people at the meeting of its 
House of Delegates. The only part that Blue 
Shield had in that survey, on which the Michigan 
State Medical Society spent $20,500, was paying 
for the binding and printing of this reduced size 
copy which was distributed at Philadelphia. This 
was the Michigan society’s survey, including 
60,000 responses from the public and 1,200 
scientifically selected personal interviews. 

A total of 60,000 responses were received 
from questionnaires printed in two of the largest 
leading newspapers in Michigan. The society also 
received about 20,000 responses to questionnaires 
mailed, on some sort of a scientifically selected 
basis, to people throughout the state, with the 
numbers in each area being selected in proportion 
to the population. The survey of the profession 
resulted in a 35 per cent response from the indi- 
viduals, physicians, county societies, and specialty 
groups. During this time, however, the House of 
Delegates had appointed a special study com- 
mittee, and we went you one better; it had 18 
rather than 17 members. The council also ap- 
pointed a special study committee; as I recall, 
there were nine members appointed by the chair- 
man of the Council. The two committees were 
to do exactly the same job independently of each 
othe:, coming back to the regular meeting of the 
House of Delegates, which was held in September 
at Grand Rapids, to make a report of their find- 
ings and recommendations to the House of Dele- 
gates. Results of the public opinion and doctors 
survey were related to the findings and recommen- 
dations of both committees, and it was startling 
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to see the similarity in the findings of these two 
independent committees. The program of rec- 
ommendations, drawn up by these two committees, 
one in rather general terms and one in rather 
detailed specific terms, was supported right down 
the line by the findings of the surveys. As a 
consequence, after hearings by a reference com- 
mittee of the House of Delegates, which in total 
lasted something like 18 hours, and went on two 
nights until after 2 a.m., with all having a 
chance to express themselves, the House of Dele- 
gates on the third day, unanimously, without 
one dissenting vote, approved a whole new pro- 
gram for Michigan Medical Service. 


New Michigan Program 


That program gave approval, for the pur- 
pose of establishing fee schedules by Blue Shield, 
for the use of the California Relative Value 
Scale of surgical, medical and related procedures, 
with the Michigan State Medical Society setting 
the dollar factors to be used in connection with 
that Relative Value Scale for the purposes of our 
subscriber contracts. I could spend some time, I 
think, expressing my idea of the value of the 
Relative Value Scale to be developed by state 
societies in this area of prepayment, as well as in 
the area of Medicare and other programs with 
which you are ultimately going to be forced to 
cooperate in the provision of medical services for 
the people. 

Perhaps the most advanced step, after adopt- 
ing this program which includes service benefits 
for people earning up to $7,500 annually, was the 
basing of income limits upon the base wage or 
salary rate of the subscriber. This $7,500 is not 
family but individual income; and he may earn 
or receive twice as much income, or 10 times as 
much income from investments, from other mem- 
bers of his family, and from other sources. What- 
ever his base wage rate is, not including over- 
time or bonuses, will determine his income status 
for the purposes of Blue Shield contracts. There 
will be three income levels, one $2,500 income, 
one $5,000, and one $7,500. One at $10,000 was 
almost adopted because the doctors in Michigan, 
after studying this problem for months, have de- 
cided that even the $30,000 a year executive, 
these days, if he is stricken with severe illness 
or injury, is only three months away from bank- 
ruptcy. This may be hard for doctors to under- 
stand. The $30,000 a year executives would have 
to sell their yachts to pay doctors’ and hospital 





bills, and I mean that literally. We live it up 
just as fast as the little guy who earns only 
$4,000 or $5,000, and we would be in just as 
tight a pickle if we were stricken as he would 
be—primarily because Uncle Sam takes most of 
it before we get it. 

The Michigan State Medical Society made a 
great advance in the establishment first of a 
State Society Health Insurance Committee, and 
under that committee, in councilor districts, health 
insurance committees to operate at the local com- 
munity level for the purpose of arriving at, pro- 
mulgating, enforcing and administering rules and 
regulations for the conduct of prepayment health 
insurance—not just Blue Shield, but commercial 
as well. These were not advisory committees 
that they were talking about; they used the 
term, policing committees, to see that the plan 
worked as it was intended to work for the pub- 
lic and for the doctors. Unfortunately, the time 
I have been alloted here could all be spent on 
talking about the necessity for such committees 
if these programs are going to work as the public 
has a right to expect them to work. I am not 
implying that doctors are dishonest, or at least 
any more so than any other group of citizens, 
but policing is necessary whether we have the 
substance or not so that we can satisfy our op- 
ponents in this field of health care that every- 
thing is being done that needs to be done to as- 
sure proper operation. 

Years ago, I was the Chief Examiner for the 
Insurance Department of Michigan, where we 
employed young men, just out of college. These 
young men, other than their college experience, 
had traveled little; at least they had not traveled 
on expense accounts as they were then. They were 
not generous expense accounts, but there was 
enough so that if a fellow were inclined in the eve- 
ning, he could go out on the town and have a 
pretty good time. We had to impress on these 
young men that in this position as public servants, 
particularly dealing with financial institutions, 
some of them of doubtful character, we, as exam- 
iners, could not afford to be seen out on the town. 
They used to express it this way for these young 
men, ‘you not only have to be honest, you have to 
look honest!’ That is what I mean by the sub- 
stance of these regulatory committees as well as 
the form. 

The medical profession throughout the whole 
country is more or less going through this same 
process that Michigan went through, and that 
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you are now going through in Florida. The need 
for consideration and action is evidenced by 
many, many groups of our public, and you must 
consider these public attitudes. This Community 
Health Association proposal in Michigan which 
will amount to a closed panel practice scheme, 
is not just our problem in Michigan. We have 
UAW labor groups in every one of the 48 states 
in the Union. I do not know how many sub- 
scribers Blue Shield of Florida and Blue Cross of 
Florida cover for General Motors, Ford and 
Chrysler, but I would gamble that there are 
groups covered by your local Plans for at least 
two of these corporations, and probably number- 
ing in the hundreds. Mr. Reuther is not going 
to be satisfied to organize and operate this Com- 
munity Health Association just in the state of 
Michigan. If he were satisfied, he could not get 
away with it anyway, because what he does for 
his labor people in Michigan, he is going to have 
to do for all of them, wherever they are. 

Mr. Reuther is not foolish; he is one of the 
smartest persons I know. He knows that he is 
not going to have a plan operating covering six 
or seven million people across the nation by 
tomorrow. He is going to operate this proposal as 
a pilot study for some time, and find out what the 
problems are, and how susceptible the profession 
is to working on salaries for unions. We do not 
expect Community Health Association to amount 
to anything for five or six or seven years, even in 
Michigan, as far as size and volume are concern- 
ed. Nevertheless, it is a threat that you must 
consider when you make your decisions because 
after he makes his pilot study and finds out what 
his problems are, then you can look for expansion 
and not just by Reuther, but almost all of labor, 
if it works. Whether it works will depend upon 
Medicine and hospitals. 


Care of the Aged 


Some of these unfilled needs in Blue Shield 
which are expressed to us have to do with special 
categories of people. One of the great and one of 
the most immediate problems that medicine and 
prepayment must deal with is the care of the 
aged or elder citizens, the retirees. Unfortunately, 
in our economic climate, this is a growing prob- 
lem. It is a growing problem, also, in that the 
expectancy of these people has been extended. 
Their lifetime has been extended by you gentle- 
men and by hospitals. Two years ago, there were 
14 million of these people who were over 65 in 
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chis country. Today there are around 16% mil- 
ion. Two years from now, no one knows what 


he number will be. 


These people so far have been unable to obtain 
‘or themselves health insurance coverage from the 
Blue Cross and Blue Shield Plans, to any great 
extent, and definitely not from the commercial 
insurance companies, or any other source. They 
are becoming a vocal, highly organized group of 
voters. We hold conferences on the aged two or 
three times a year in our universities in Michi- 
gan, and such conferences are going on all over 
the country. These elderly citizens are finding 
spokesmen, and they are employing spokesmen. 
They are paying lobbyists, and they are going to 
have health insurance coverage, one way or the 
other. There are in the Congress now, pending 
hearings, the Forand Bill and the Roberts Bill. 
The Roberts Bill provides hospitalization cover- 
age for beneficiaries under OASI. The Forand 
Bill provides hospitalization and surgical care 
for the beneficiaries under the OASI. So, with 
our Social Security taxes, we will be paying, if 
such legislation should come about, for the care 
of these older people. This is what you term 
socialized medicine if it comes about, and it will 
come about, unless something more than a posi- 
tion of opposition is taken by Medicine and pre- 
payment insurance. 


I happen to be on the Government Relations 
Committee of the Blue Shield Commission. There 
are only three of us that deal with legislation in 
Washington on a national level as a committee. 
I am also on the American Medical Association 
Study Committee on Prepayment Medical Care 
Plans, one of the two laymen who got caught in 
that one. As a member of these groups, I have 
to study these bills, and on many matters such 
as Medicare, I have had to testify at hearings in 
Washington. Although the American Medical 
Association and Blue Shield Executive Committee 
in Philadelphia, last week, came up with a state- 
ment opposing the Forand Bill, I would hate to 
be the fellow who has to go to Washington and 
try to convince the legislative hearing committee 
that this is not needed, that the answer is avail- 
able through voluntary means. We could have 
an answer to it if we were able to control prepay- 
ment as some of us think we should be able to, 
and probably would be able to do if the medical 
profession understood the problem that is involved 


here. 
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Until recently, not much has been done about 
these people who are not employed in groups: 
the individuals, the farmers, the self-employed. 
We in Michigan Blue Shield have. been doing 
something; we have been feeling our way in it. 
Much more is going to have to be done, because 
some of these people are organized in groups, 
speak with a loud voice, and hire lobbyists. 

In a few words, we are convinced that every- 
one must have the opportunity to obtain good 
health insurance coverage at reasonable cost, if 
we are to retain the freedoms in medical care 
which are now left to us. The medical profession, 
having created Blue Shield and having encouraged 
the public to depend upon the voluntary insurance 
mechanism as the answer to the problems of 
financing health care, is now held responsible for 
the conduct and the results of prepayment on 
a voluntary basis. This is understandable and 
is logical, but having taken this position and 
held it out as your idea and your alternative, 
you are now held responsible for making it work. 
Repeating part of Dr. Brand’s statement, “also 
as a result of inadequate concern for operating 
efficiency in hospitals and an unwillingness to en- 
force legitimate control there are unjustified 
premium increases.” Not only representatives of 
labor, industry and government, but medicine 
itself is becoming concerned. 

The Wisconsin Physicians Service, Blue Shield 
in Wisconsin, which is actually the state society 
itself in Wisconsin, and not a separate corpora- 
tion, recently in its own state journal said this: 
“For while most people will have implicit confi- 
dence in a health insurance program approved by 
the medical profession, there is also, always the 
possibility that some may think that the doctor’s 
plan is designed primarily to benefit the doctor, 
rather than the subscriber. Subscribers to Blue 
Shield and the insured of insurance companies 
expect to pay reasonable rates for the benefits 
supported by their policies, but if they are also 
to be called upon to pay for unnecessary hospital- 
ization, unnecessary procedures and inefficiency, 
they will consider the rates unreasonable. And if 
because they have followed the advice of the 
medical profession and simply because they have 
insurance, a physician’s charges are increased, 
they will consider the whole proposition unfair.” 
This is especially true when the Blue Shield 
subscriber of a service plan is charged fees over 
and above those established by the physicians 
themselves. 
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There are men among you, as there are among 
every group of this type before which I am asked 
to speak, who take for granted the benefits of 
Blue Shield and insurance, who regard it as a 
collection agency for them, and who do nothing 
to further its cause, who quarrel about its limita- 
tions, and even question the need for its existence. 
These men have a perfect right to their opinions, 
and their attitudes. In our society, thank the 
Lord, an individual citizen has a perfect right 
to be dead wrong. Dr. Elmer Hess, the immediate 
past president of the American Medical Associa- 
tion, at Seattle last November a year ago, said, 
“Today’s professional freedom to be a private 
practitioner of medicine instead of a slave of 
government is due solely to Blue Shield, the 
physician’s answer to socialized medicine.” Dr. 
Hess continued, “Since we have accepted the in- 
surance principle, many patients who previously 
would be non-paying patients have had their bills 
at least partially paid. I am rather intolerant of 
the physician who is not a participating physician 
in Blue Shield, who in the defense of his attitude, 
says with a loud voice, ‘nobody is going to tell me 
what to charge.’ ” 


Indemnity Insurance 


In addition to Blue Shield and Blue Cross, 
the profession has endorsed and relied upon in- 
demnity insurance as at least a part of its answer 
in financing health care. There are as many, if 
not more, of our people in the country who have 
purchased indemnity health insurance as have 
purchased Blue Cross and Blue Shield. There 
are no overwhelming reasons why indemnity 
insurance could not adequately serve the medi- 
cal profession as part of its answer in this field. 
The unfortunate fact is that in the main, it does 
not serve medicine, and unless some drastic re- 
visions in viewpoints and practices are brought 
about, it probably never will. Practices in under- 
writing indemnity insurance could become one of 
your greatest problems, and this is so for two ob- 
vious reasons. (I wish to make it clear that I am 
not criticizing the insurance industry. These prac- 
tices are inherent in the business of insurance and 
could be modified only by a complete understand- 
ing and a co-operation between medicine and in- 
surance. I am only talking about what exists and 
I do not contend that insurance is dishonorable or 
conducts itself improperly.) 

First, the profit motive, which is the primary 
reason for investors or members of insurance 
companies, tends in health insurance, as in all 
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other lines of insurance, to eliminate the poor or 
substandard risks from acceptance by the carrier. 
In competing among themselves, as well as with 
Blue Cross and Blue Shield Plans, the insurance 
companies have employed a standard practice of 
insurance underwriting, what is termed experience 
rating or merit rating, by which rates of members 
of a particular group are based on that group’s 
own utilization of benefits, its own experience. 
There is considerable doubt that there is really 
any distinction between individuals as health 
risks, regardless of in what group they may be 
employed. There may be some differentials, jus- 
tified for expense factors, having to do with bill- 
ing and collecting, accounting, and so on. There 
are a number of different applications of the 
experience rating or merit rating principle, but 
the results over-all are identical. Reduction in 
rates, the cost of insurance, which gives advan- 
tage to the preferred or so-called “cream risk” can 
have had only the effect of increasing the cost 
compared to the total average to the poorer class 
of risks. The ultimate end of this practice can be 
rates for insurance that are priced so high that 
most people will not carry insurance. When the 
price of insurance is too high for some people and 
we have many people not carrying it, they will 
clamor for relief, and the only place they clamor 
is to their legislators. There is still a Wagner- 
Murray-Dingell Bill in the Congress. 

Second, the failure of insurance to answer 
socioeconomic problems involving most of our 
population has been demonstrated in other lines 
of insurance. An example, and not the only one, 
is Workmen’s Compensation Insurance, where the 
unwillingness of insurance carriers to expose their 
funds to substandard or high risk classifications 
has brought about in many states the establish- 
ment of monopolistic compensation funds oper- 
ated by the state. Other examples are assigned 
risk pools, which, by law, require the participation 
of unwilling insurance carriers to provide cover- 
age for poor risks, the state regulation of rates, 
and even in many states regulations of charges by 
physicians for services in compensation injury 
cases. 

In no other field of insurance are so many of 
our individual citizens affected as in health in- 
surance. Every citizen is concerned with the cost 
of health. Even Harlow C. Curtice, the president 
of General Motors, complained that when his 
wife was stricken with an abdominal difficulty, he 
was charged $900 for a rather serious and difficult 
operation. One man, H. C. Curtice, can affect 
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medicine’s public relations in the same way as 
Walter Reuther or George Meaney or other labor 
leaders. Probably no one man controls as many 
dollars of Blue Cross and Blue Shield subscriber 
dues as does Harlow C. Curtice. If he wants to 
speak in opposition to Blue Cross and Blue Shield 
in favor of some other method of providing health 
care for the employees of General Motors and 
their families, which add up to almost a million 
people, we may lose General Motors next year in 
the bargaining between General Motors and the 
union. If so, we will also lose Ford, Chrysler and 
700 other corporations in the state of Michigan 
that are now enrolled in Blue Cross and Blue 
Shield. 

As General Motors, Ford or Chrysler goes, 
so goes United Automobile workers. We will lose 
them not only in Michigan, where they comprise 
about 3 million of our population in the state and 
about one half of the 3.6 million people who are 
enrolled in the Blue Cross and Blue Shield in 
Michigan, we will also lose them in Florida, Cali- 
fornia and Washington, and every other state in 
the Union. A pattern will be set, and that pat- 
tern will spill over into the other industries, steel, 
coal and the rest of them. Blue Shield in Michi- 
gan will probably shortly thereafter, and I do not 
mean a couple of months, be out of business if we 
lose those groups. And we will lose them because 
we have failed to do what the public thinks must 
be done in this field, or because the commercial 
insurance companies will cut the rates for these 
cream risks, which up until now, we have been 
able to sell on the principle of community rating. 
—the same rate for everyone for the same 
contract. 

We have attempted to find answers for the 
aged people. In Michigan, Blue Shield is carry- 
ing all the retirees in all of the groups which have 
formal retirement programs. On the average, 
these people cost us about four and one-half 
times more in benefits or utilization than the peo- 
ple in the lower ages. To make up this four and 
one-half times, we have to charge the younger 
people in these groups enough to carry the old 
people in the over-all average. If commercial in- 
surance companies are going to fail to cover these 
older people, and are going to give lower rates 
to our groups because they do not cover them, 
we are going to have to quit because we will then 
have failed to do the job which we set out to do 
and that was to make good health insurance avail- 
able to all of the people who want to buy it. The 
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service benefit principle in Blue Shield has often 
and still does decide the buyer in favor of Blue 
Shield in competition with indemnity insurance. 


Other Threats to Blue Shield and Blue Cross 


In the last few years, in order to find some 
means of competing with Blue Shield and Blue 
Cross, the commercial companies have developed 
a completely new idea, which they call Major 
Medical Insurance Coverage. It has considerable 
appeal and has considerable merit as it was orig- 
inally intended as a supplement to good basic 
health insurance, such as Blue Cross and Blue 
Shield—particularly for those people who might 
be called upon, as was Harlow Curtice, to pay 
bills that are considerably above the average. 
In order to defeat the competitive advantage of 
service benefits, however, these commercial in- 
surance companies have now reduced the deduc- 
tibles and co-insurance features which were of 
considerable amount in their original package. 
They are down to such low amounts that they are 
now practically providing basic coverage. Today, 


we are seeing Major Medical Insurance, with as 


low as $25 deductibles, sold in aggregate cover- 
age amounts of up to $25,000. It has a terrific 
appeal and it is going to cut into Blue Cross and 
Blue Shield, unless we can broaden the scope 
of our benefits to provide for the very expensive 
and unusual and the long stay cases in hospitals. 

The big danger in Major Medical, because of 
its unlimited allocation of large aggregate sums 
for medical and hospital services, is in the lack 
of control over charges made by the physicians 
and the hospitals to these assureds. It is not 
that the physicians are going to make exorbitant 
charges, although there is considerable documen- 
tation of some of that. It is easy to spot the 
exorbitant charge and deal with it, such as the 
$3,500 that was charged the $5,000 a year em- 
ployee of Ford, in Los Angeles, for a gallbladder 
operation. The Aetna Insurance Company, which 
carries that risk, went to the local county media- 
tion committee and got an adjustment on it. 
It is not that that bothers us. It is the very 
gradual, almost unconscious increase in all phases 
which does nothing but increase the cost of medi- 
cal care out of proportion to other increases so 
that eventually the cost of health care becomes 
such that only a few people can afford it, and 
the others will call upon the government to pro- 
vide what they think they need. I am not going 
into detail about the many other threats—we 





consider them threats—such as the closed panel 
practice groups, Health Insurance Plan of New 
York, Kaiser Permanente and Ross Loos type 
of coverage. These are almost all closed panel 
practice groups and some of them on the prepay- 
ment principle, such as Health Insurance Plan of 
New York City and Permanente in California. 
They all have varying arrangements on paying 
physicians on a salary or per capitation basis and 
they limit the choice of physician. Some of these 
are showing healthy growth and a degree of 
acceptance by members of the profession which 
is alarming, in that these physicians seem to 
prefer the security of salaries to the competitive 
practice of medicine. 

There are plenty of examples of government 
intervention into the field of paying for the health 
care of citizens, and the most recent example, of 
course, aS you can understand without detailed 
description of it, is Medicare. While we are on 
this question of Medicare, because it is a con- 
troversial one in Medicine, I do not think that 
there is over one physician in a thousand in this 
country who knows how you got where you are 
in Medicare. It is easy to sit back and criticize 
the fact that this is a service program in which 
you are obliged to accept the fees if you treat 
these people, these assumed wards of government. 
I would like to state I was one of the three people 
representing organized medicine in the conferences 
and discussions and battles in Washington on the 
Medicare Bill. This came about, not as a result 
of the introduction of a bill in the last session of 
the Congress; it came about as a result of six 
years of hard work by many doctors of the Ameri- 
can Medical Association. It was not a question 
of whether we were going to build more govern- 
ment hospitals and draft more doctors into the 
armed services to take care of these dependents, 
because they were going to be taken care of. We 
did not get everything we wanted in the Medi- 
care Bill. We got the best possible compromise, 
however, and Medicine right now, by ill-consider- 
ed action, can wreck the best deal that you could 
possibly have gotten as regards the dependents 
of these service men, by denying them service 
benefits under Medicare. The only possible alter- 
native to that will be the government back in the 
construction of hospitals and the drafting of 
doctors. It did not happen overnight; it took six 
years to get to this point. I am convinced that 
only about one doctor in a thousand knew that 
you just made the best deal you could make and 
that the alternative was much worse. 
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Medicine’s Weaknesses 


Perhaps the greatest help I could be to the 
Florida Medical Association would be to point 
out what I consider your greatest weakness in 
this field of health economics. The first point in 
this description of your weakness would be the 
complacency with which most doctors view the 
situation—the expressed “go away and _ leave 
me alone” attitude. I believe that Medicine is just 
not equipped, up to this point, to deal adequately 
with its problems in the financing, or the eco- 
nomics, of health care. Most doctors, because of 
complacency or lack of time to devote to the 
economic side of medicine, do not possess the 
knowledge necessary to evaluate the case. Medi- 
cine has not the means of communication neces- 
sary to provide the necessary intelligence to its 
membership, and if it had, it still does not have 
the discipline or the cohesion within its ranks to 
present a united front or to take the united ac- 
tion necessary if its policies are to prevail. Medi- 
cine individually and collectively must acquire 
the knowledge and the intelligence in this vital 
area, consider its position, make decisions and 
act. This is a large order, time-consuming and 
often frustrating. If the job is to be done, Medi- 
cine must be prepared to delegate to its able and 
available members not only the responsibility, but 
as well, the authority, and it must have discipline 
within itself. 


If the voluntary method is to be your answer, 
as you contend it is, you have the responsibility 
to see that it works, and if Blue Shield is not 
yours, you must see that it is made so. If it is 
not what you want it to be, you must change it. 
If you are convinced that Medicine needs Blue 
Shield, support it. If you are convinced it does 
not need it, kill it now because any further 
promise to the public on which you fail to de- 


liver will cost you more than no promise at all. 


It is impossible for any plan to satisfy all the 
varied and sometimes opposed views and interests 
of all the specialties and the branch societies in 
Medicine. There is only one banner about which 
all doctors can rally. It must consider all the 
varied interests, evaluate all the special prob- 
lems, compromise, agree and decide, direct and 
support united action on behalf of all the profes- 
sion. Dr. Austin Smith, editor of the Journal of the 
American Medical Association, in Lansing, Mich., 
just a few months ago pleaded with the doctors 
to join hands in a united effort, a united front 
to prevent the catastrophy that has overwhelmed 
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EFFECTIVE, DEPENDABLE THERAPY FOR VAGINITIS 


“.. results for 
trichomoniasis 
have been best 
and more 
consistent’ 
using 
Floraquin...” 
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Floraquin’ eliminates 
trichomonal and mycotic infection; 
restores normal vaginal acidity 


Leukorrhea is by far the most frequent symp- 
tom of vaginitis; trichomonads and monilia are 
the most common causes. Many authors have 
reported? trichomonal protozoa in the vagina 
of 25 per cent of obstetric and gynecologic 
patients. Increased use of broad spectrum 
antibiotics has resulted in a sharp rise in the 
incidence of monilial infections. 

Floraquin effectively eradicates both tricho- 
monal and monilial vaginal infections through 
the action of its Diodoquin® content. Floraquin 
also furnishes boric acid and sugar to restore 
the normal vaginal acidity which inhibits patho- 


gens and favors the growth of protective Déder- 
lein bacilli. 

Pitt! recommends vaginal insufflation of 
Floraquin powder daily for three to five days, 
followed by acid douches and the daily inser- 
tion of Floraquin vaginal tablets throughout one 
or two menstrual cycles. G. D. Searle & Co., 
Chicago 80, Illinois. Research in the Service of 
Medicine. 





1. Pitt, M. B.: Leukorrhea. Causes and Management, J. M. 
A. Alabama 25:182 (Feb.) 1956. 

2. Parker, R. T.; Jones, C. P., and Thomas, W. L.: Pruritus 
Vulvae, North Carolina M. J. 16:570 (Dec.) 1955. 
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the profession in almost every other country in 
the world. I mentioned earlier that Blue Shield 
was built around the principles of freedom of 
choice and I do not mean by that that I believe 
your choice is unrestricted. I believe the choice 
in this case does not include the privilege of 
ignoring the pressures upon you. You will decide 
between just two alternatives: (1) Let others ad- 
vance and impose upon you their proposals, 
which will probably be abhorrent to you, or (2) 
make Blue Shield an adequate, functioning, reli- 
able program, providing for the cost of health 
care under your sponsorship and control, where 
I am certain control must be. 





INSTRUMENT REPAIR 
SERVICE 


Microscopes, pHmeters, balances, 
colorimeters, microtomes, etc. 
Factory authorized repairs for 
B.&L., A.O., Zeiss, Becker, etc. 
PRECISION INSTRUMENTS 

30 KINGS COURT, SARASOTA, FLA. 
Phone: Ringling 7-2687 


Write for shipping instructions 
and containers. 








OPPORTUNITY 


The Daniel Rehabilitation Institute of Florida 
has a fully developed Physical Therapy Service and 
Department that needs the services of an M.D. 
interested in this type of work; also for prescription 
of surgical supplies, orthopedic shoes, artificial limbs 
and braces that the Institute sells and produces. 


A fully equipped Physical Therapy Dept.; Doc- 
tor’s office and examining room are available for 
lease. Equipment on rental or rental purchase plan. 
Therapist, a member of American Physical Therapists 
Assn. and Florida Chapter, would continue to work 
for M.D. if desired. 


Write, phone or call in person for further partic- 


ulars. 


Daniel Rehabilitation Institute of Florida 
2120 W. Broward Blvd. 


Fort Lauderdale, Fla. Phone Jackson 3-1686 
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STATE NEWS ITEMS 








The Florida Society of Dermatology has 
scheduled its annual meeting for April 19-20 in 
the Balmoral Hotel, Bal Harbour on Miami 
Beach, according to announcement by Dr. Ken- 
neth J. Weiler, of St. Petersburg, secretary of the 
Society. The Southeastern Dermatological As- 
sociation is also meeting in the Balmoral Hotel 
at the same time. The Florida Society of Derma- 
tology was formerly the Florida Society of Der- 
matology and Syphilology. 


The annual meeting of the Gulf Coast Clinical 
Society will be held in Pensacola, Thursday and 
Friday, October 23-24, 1958. Dr. Lee Sharp, of 
Pensacola, is president, and Dr. John J. Baehr 
Jr., also of Pensacola is secretary-treasurer. 


sw 
Dr. Peter F. Ragan III has been appointed 
Chairman of the Department of Psychiatry at 
the. College of Medicine of the University of 
Florida in Gainesville. Dr. Ragan formerly 


. served as Assistant Professor of Psychiatry at 


Cornell University Medical College and Assistant 
Attending Psychiatrist at New York Hospital. 
aw 

Dr. Louis M. Orr of Orlando, who is serving 
as vice speaker of the House of Delegates of the 
American Medical Association, will be featured 
speaker at the fourth annual Senior Day Program 
on April 21 in Louisville, Ky. The event is spon- 
sored by the University of Louisville School of 
Medicine, the Kentucky State Medical Associa- 
tion and the Jefferson County Medical Society. 


sw 
The Tenth Annual Scientific Assembly of the 
American Academy of General Practice is being 
held March 24-27 in the Memorial Auditorium 
at Dallas, Texas. The program features 35 
prominent physicians as speakers, 90 scientific 
and 300 technical exhibits. 


aw 

Dr. DeWitt C. Daughtry of Miami, president 
of the Florida Tuberculosis and Health Associa- 
tion, has announced the availability of a limited 
number of grants for medical research in tuber- 
culosis and related fields. Grants are open to 
personnel attached to an approved hospital, medi- 
cal center or university. Applications should be 
submitted to the Chairman, Medical and Social 
Research Committee, Florida Tuberculosis and 
Health Association, P. O, Box 4785, Jacksonville. 
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Drs. Henry J. Babers Jr. and J. Maxey Dell 
Jr. of Gainesville participated in the symposium 
which was part of a Cancer Institute sponsored 
recently for nurses at the J. Hillis Miller Health 
Center in Gainesville. 

aw 

A review course in Surgical Pathology princi- 
pally designed for physicians preparing for ex- 
amination by the American Board of Surgery 
will be offered at the Baptist Memorial Hospital 
in Jacksonville beginning April 2. The course 
will be conducted by Drs. Alvan G. Foraker and 
Curtis M. Phillips of Jacksonville. Interested phy- 
sicians are requested to contact Dr. Foraker, 
Baptist Memorial Hospital, Jacksonville, for in- 
formation. 


aw 
Dr. Henry G. Morton of Sarasota has been 
named Doctor of the Year by the Sarasota Coun- 
ty Medical Society. He is president of the Florida 
Chapter of the American Academy of Pediatrics 
and has been practicing in Sarasota for about 15 
years. 


sw 

Dr. Thomas H. Lipscomb of Jacksonville has 

been appointed chairman of the State Air Pol- 
lution Control Commission. 
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The Third International Congress of Allergy 
is being held in Paris, France, October 19-26, 
1958. It is sponsored by the International Associ- 
ation of Allergollogy and the French Allergy As- 
sociation. For information regarding the program, 
physicians are requested to contact Dr. Samuel 
M. Feinberg, 303 East Chicago Ave., Chicago, II. 

wt 

The Fourth Annual Surgery, Radiology, Path- 
ology Symposium sponsored by the Division of 
Postgraduate Medicine of the University of Okla- 
homa Medical Center has been scheduled for 
March 14-15. Information is available from the 
Division of Postgraduate Education, University 
of Oklahoma School of Medicine, Oklahoma City, 
Okla. 


Dr. James C. Rinaman of St. Cloud was prin- 
cipal speaker at a recent meeting of the Parent- 
Teachers’ Association there. His topic was “School 
and Health Examinations.” 


The Fourteenth Congress of the American 
College of Allergists and the Graduate Instruc- 
tional Course in Allergy will be held in Atlantic 
City, N. J., April 20-25. The headquarters hotel 
is the Shelburne. 





when anxiety and tension “erupts” in the G. I. tract... 


IN GASTRIC U 





PATHIBAMATE 


Combines Meprobamate (400 mg.) the most widely prescribed tranquilizer . . 


Meprobamate with PATHILON ® Lederle 


. helps control 


the “emotional overlay” of gastric ulcer — without fear of barbiturate loginess, hangover or 


habituation... 


with PATHILON (25 mg.) the anticholinergic noted for its extremely low toxicity 


and high effectiveness in the treatment of many G.I. disorders. 


Dosage: 1 tablet t.i.d. at mealtime. 2 tablets at bedtime. 


Supplied: Bottles of 100, 1,000. 


d Trademark for Tridihexethyl lodide Lederle 
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Dr. Purdue L. Gould of Lakeland discussed 
“Diagnosis and Care of Brain Tumors” at ‘the 
January meeting of members of District No. 12, 
Florida Nurses Association, held at Morrell Mem- 
orial Hospital in Lakeland. 

Zw 

Dr. Millard B. White of Sarasota was prin- 
cipal speaker at a recent meeting of the Venice- 
Nokomis Rotary Club. 

Sw 

Dr. John J. Farrell of Miami served as a mem- 
ber of the panel which discussed the complications 
of abdominal surgery at the recent sectional meet- 
ing of the American College of Surgeons held at 
Jackson, Miss. 

Sw 

Dr. George W. Karelas of Newberry discussed 
“Some Problems Pertaining to Older People” at a 
recent meeting of the Division of Books at the 
Twentieth Century Club held in Gainesville. 

4 

The Sixth Annual Interim Scientific Meeting 
of Phi Lambda Kappa medical fraternity will be 
held at the Deauville Hotel, Miami Beach, April 
13-20. The program, arranged primarily for the 
general practitioner, features papers and symposia 


VotumE XLIV 
NuMBER 9 


by specialists in their fields. Advance registration 
is being handled by Dr. Samuel L. Lemel, 1030 
Euclid Ave., Cleveland 15, Ohio. 


- 4 

The Thirty-Sixth Annual Scientific and Clini- 
cal Session of the American Congress of Physical 
Medicine and Rehabilitation will be held August 
24-29 at the Bellevue Stratford Hotel, Philadel- 
phia. Information may be obtained from Miss 
Dorothea C. Augustin, executive secretary of the 
Congress, 30 North Michigan Ave., Chicago 2, 
Ill. 


P24 


Dr. Leonard G. Rowntree of Miami Beach 
has been awarded the honorary degree of Doctor 
of Letters by the University of Miami for his 
“great contributions to the progress of medicine 
and his significant role in the founding of the 
University of Miami School of Medicine.” 

Zw 

Dr. William C. Roberts of Panama City, 
President of the Florida Medical Association, was 
among the group of citizens of that city honored 
recently by the First Friday Club of the Cham- 
ber of Commerce. 
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VAGINAL SUPPOSITORIES AND POWDER 


85% CLINICAL CURES* 

In 219 patients with either trichomonal 
vaginitis, monilial vaginitis or both, 
clinical cures were secured in 187. 


71% CULTURAL CURES* 

157 patients showed negative culture 
tests at 3 months follow-up examinations. 
Patients reported rapid relief of burning 
and itching, often within 24 hours. 


STEP 1 Office administration of 
TRICOFURON VAGINAL POWDER 
at least once weekly. 


STEP 2 Home use of 


TRICOFURON VAGINAL SuPPosITORIES (GD 


by the patient, 1 or 2 daily, including 
the important menstrual days. 


*Combined results of 12 independent clinical 
investigators. Data available on request. 


SUPPOSITORIES: 

0.375% Micofur, 0.25% Furoxone. 
POWDER; 

0.5% Micofur, 0.1% Furoxone. 
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a new era 
in sulfa therapy 


' ONLY ONE TABLET A DAY 


IKYNEX 


SULFAMETHOXYPYRIDAZINE (3-SULFANILAMIDO-6-METHOXYPYRIDAZINE) LEOERLE 


New authoritative studies prove that KyNEx dosage can be reduced even 
further than that recommended earlier.’ Now, clinical evidence has established 
that a single (0.5 Gm.) tablet maintains therapeutic blood levels extending 
beyond 24 hours. Still more proof that KyNex stands alone in sulfa per- 
formance— 

* Lowest Oral Dose In Sulfa History—0.5 Gm. (1 tablet) daily in the usual 
patient for maintenance of therapeutic blood levels 

* Higher Solubility—effective blood concentrations within an hour or two 

¢ Effective Antibacterial Range—exceptional effectiveness in urinary tract 
infections 

* Convenience—the low dose of 0.5 Gm. (1 tablet) per day offers optimum 
convenience and acceptance to patients 

NEW DOSAGE. The recommended adult dose is 1 Gm. (2 tablets or 4 teaspoon- 
fuls of syrup) the first day, followed by 0.5 Gm. (1 tablet or 2 teaspoonfuls of 
syrup) every day thereafter, or 1 Gm. every other day for mild to moderate 
infections. In severe infections where prompt, high blood levels are indicated, 
the initial dose should be 2 Gm. followed by 0.5 Gm. every 24 hours. Dosage 
in children, according to weight; i.e., a 40 Ib. child should receive %4 of the 
adult dosage. It is recommended that these dosages not be exceeded. 
TABLETS: Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxypyri- 
dazine. Bottles of 24 and 100 tablets. 

syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. 
of sulfamethoxypyridazine. Bottle of 4 fi. oz. 


1. Nichols, R. L. and Finland, M.: J. Clin. Med. 49:410, 1957. 
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COMPONENT SOCIETY NOTES 








Bay 


Dr. Sidney E. Daffin has been elected presi- 
dent of the Bay County Medical Society. Dr. 
James D. Nixon has been chosen vice president, 
and Dr. Henry C. Smallwood secretary. All the 
officers are from Panama City. 


Brevard 
Dr. William H. Eyster, of Indialantic, pre- 
sented a comprehensive and interesting discussion 
of the “Office Management of Common Skin 
Diseases” at the January meeting of the Brevard 
County Medical Society. The meeting was held 
in the Rockledge Clinic at Rockledge. 


Collier 
Dr. David R. Millard Jr., of Miami, was prin- 
cipal speaker on the program for the January 
meeting of the Collier County Medical Society 
held at the Naples Community Hospital. 


DeSoto-Hardee-Highlands-Glades 
Newly elected officers of the DeSoto-Hardee- 
Highlands-Glades County Medical Society are 
Dr. Charles H. Kirkpatrick, president; Dr. Harold 
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S. Agnew, vice president, and Dr. Gordon H. 
McSwain, secretary-treasurer. All are from 
Arcadia. 


Duval 


Dr. Edward R. Woodward, of Gainesville, 
Professor of Surgery and head of the Department 
of Surgery at the College of Medicine, University 
of Florida, discussed “Recent Studies on the 
Antrum of the Stomach” at the February meet- 
ing of the Duval County Medical Society. 


Indian River 


Dr.. Enoch J. Vann who served the Indian 
River County Medical Society as secretary last 
year has been elected president for 1958. Chosen 
to serve with Dr. Vann are Dr. B. Bowman 
Guerin as vice president, and Dr. Charles F. Rat- 
tray Jr. as secretary. The officers are from Vero 
Beach. 


Lake 


Dr. William Chew, of Orlando, presented an 
excellent address on “Diagnostic Procedures in 
Chest Pathology” at the December meeting of the 
Lake County Medical Society. The meeting was 
held at Howey-in-the-Hills. 
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salicylate benefits with 
minimal salicylate drawbacks 


Rapid and prolonged relief — with less intoler- 
ance. The analgesic and specific anti- 
inflammatory action of BUFFERIN helps re- 
duce pain and joint edema—comfortably. 
BUFFERIN caused no gastric distress in 70 
per cent of hospitalized arthritics with 
proved intolerance to aspirin. (Arthritics 
are at least 3 to 10 times as intolerant to 
straight aspirin as the general population.*) 
No sodium accumulation. Because BUFFERIN is 
sodium free, massive dosage for prolonged 
periods will not cause sodium accumula- 
tion or edema, even in cardiovascular cases. 


Each sodium-free BuFFERIN tablet contains acetyl- 
salicylic acid, 5 grains, and the antacids magnesium 
carbonate and aluminum glycinate. 


Reference: 1. J.A.M.A. 158: 386 (June 4) 1955, 
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For the January meeting, Dr. James L. Camp- 
bell Jr., of Orlando, discussed the problem and 
indications for radical perineal prostatectomy. 
He presented a film to illustrate his address. 


Lee-Charlotte-Hendry 
Dr. Gustave F. Bieber has been elected presi- 
dent of the Lee-Charlotte-Hendry County Medical 
Society. Dr. James L. Bradley has been chosen 
vice president, and Dr. William M. Taylor secre- 
tary-treasurer. All are from Ft. Myers. 


Leon-Gadsden-Liberty-Wakulla-Jefferson 

The regular quarterly meeting of the Leon- 
Gadsden-Liberty-Wakulla-Jefferson County Medi- 
cal Society was held the middle of January in 
the W. T. Edwards Hospital at Tallahassee. Dr. 
George S. Palmer, president of the Society, 
presided. Speakers included Dr. Thomas J. 
Brooks, Assistant Dean of Medicine at the Uni- 
versity of Mississippi Medical Center in Jackson, 
and Dr. Robert G. Ellison, Assistant Professor of 
Surgery at the Medical College of Georgia at 
Augusta. 

Madison 


Dr. Wilmer J. Coggins, of Madison, has be- 
gun serving as president of the Madison County 
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Medical Society. Dr. Julian M. DuRant, also of 
Madison, is serving with Dr. Coggins as secre- 
tary-treasurer. 


Marion 


The Marion County Medical Society held its 
annual seafood supper January 14 at the Mag- 
nolia Lodge in Crystal River. Dr. Beverly Doug- 
las, of Nashville, Tenn., was a guest. 


Pinellas 


Dr. H. Phillip Hampton, of Tampa, was prin- 
cipal speaker at the January meeting of the 
Pinellas County Medical Society. His topic was 
“Remarks on Welfareism.” Dr. John M. Thomp- 
son, of St. Petersburg, discussed “Recent Ad- 
vances in Neurological Surgery” at the Society’s 
February meeting. 


Putnam 


Dr. Bennie J. Massey has been elected presi- 
dent of the Putnam County Medical Society. 
Drs. Lawrence G. Hebel and Fairfax E. Montague 
are to serve with Dr. Massey, Dr. Hebel as chair- 
man of the Society, and Dr. Montague as secre- 
tary-treasurer. All are from Palatka. 








Our Customer 


Is the most important person 
with whom we come in contact— 


in person, by mail or by telephone. 


Service Is Our Motto. 


CALL THE MEDICAL SUPPLY MAN! 
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ot Jacksonville 


Jacksonville 
420 W. Monroe St. 
Telephone EL 4-6661 
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329 N. Orange Ave. 
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St. Johns 


Dr. Thomas L. Glennon, of Green Cove 
Springs, has been elected president of the St. 
Johns County Medical Society. Dr. William J. 
Gibson, of St. Augustine, who served as secretary 
of the Society last year, has been chosen vice 
president, Dr. Walter Weigel, of St. Augustine, 
secretary, and Dr. S. Raymond Cafaro, also of 
St. Augustine, treasurer. 


St. Lucie-Okeechobee-Martin 


Dr. Howard C. McDermid has begun serv- 
ing as president of the St. Lucie-Okeechobee- 
Martin County Medical Society. Dr. McDermid 
was vice president last year. Drs. Robert F. 
Meeko and Maltby F. Watkins are serving with 
Dr. McDermid, Dr. Meeko as president-elect, and 
Dr. Watkins as secretary-treasurer. All are from 
Fort Pierce. 


Taylor 


Dr. John A. Dyal Jr. has been elected presi- 
dent of the Taylor County Medical Society. Dr. 
John H. Parker Jr. has been chosen vice presi- 
dent, and Dr. Charles R. Wiley secretary. 

Volusia 


Dr. William C. Roberts of Panama City, 


Votume XLIV 
NuMBER 9 


President of the Florida Medical Association, 
was principal speaker on the program of the 
February meeting of the Volusia County Medical 
Society. 

Walton-Okaloosa-Santa Rosa 


Dr. Howard A. Parker, of Valparaiso, former- 
ly secretary-treasurer of the Walton-Okaloosa- 
Santa Rosa County Medical Society, has been 
elected president. Dr. Frederic E. Caldwell, of 
Fort Walton Beach, has been chosen vice presi- 
dent, and Dr. Eric F. Geiger, of Milton, has been 
elected secretary-treasurer to succeed Dr. Parker. 





MARRIAGES AND DEATHS 








Marriage 


Dr. Donald M. Bryan, of St. Petersburg, and Dr. 
Laurette Adelaide Martin, of Miami, were married Janu- 
ary 5, 1958, at Coral Gables. 


Deaths — Members 
Buford, Coleman, G., West Palm Beach........Dec. 23, 1957 


Conklin, Raymond C., Mount Dora........... Nov. 19, 1957 

Johnston, Walter B., Winter Park ............. Nov. 19, 1957 

ROOTS, FO Tig FAI cincicsccssssstescseseesisese Jan. 11, 1958 
Deaths — Other Doctors 

Burns, Jooepn P.,. take Cay .........:secsccsecsoes! Oct. 28, 1957 

Krans, DeHart, Tallahassee ........................ Oct. 13, 1957 

Martinson, Martin M., Orlando .................... Oct. 3, 1957 
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KNOW WHAT — KNOW HOW 


Our seven sales representatives 
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plus a large stock and repair department. 








Jacksonville, Fla. 
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JOINTS INVOLVED IN GOUT 








oo Saket 


1. Recurrent joint pain followed by 

long periods of complete remis- 
sion. (Percentages refer to inci- 
dence.) 


2, Enlargement of bursae such as in 
this case involving the olecranon 
bursa. 





Saas 


Colchicine test: full dose (0.5 
mg.) every 1 to 2 hours until pain 
is relieved or nausea, vomiting or 
diarrhea occur. The test requires 
usually 8 to 16 doses. Pain relief 
is highly indicative of gout. 


FROM THESE FINDINGS...SUSPECT GOUT: 


RBENEMID 


PROBENECID 


A SPECIFIC FOR GOUT 


Once findings point to gout, long-term management can be started 
with BENEMID. This effective uricosuric agent has these unique 
benefits: 


* Urinary excretion of uric acid is approximately doubled. 
¢ Serum uric acid levels are reduced. 

* Uric acid deposits (tophi) in tissues are mobilized. 

¢ Formation of new tophi can often be prevented. 







3. Elevated serum uric acid levels. 


e Fewer attacks and severity is reduced. 
MIS ie) 
RECOMMENDED DOSAGE: 0.25 Gm. (1% tablet) twice daily for 
one week followed by 1 Gm. (2 tablets) daily in divided doses. MERCK SHARP & DOHME 


BENEMID is a trade-mark of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA, 

















NEW MEMBERS 








The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 

Ballard, William C., St. Petersburg 

Bunch, Rob R., St. Petersburg 

Clayton, Malcolm D. Jr., Tampa 

Gould, Purdue L., Lakeland 

Hamilton, John M., St. Petersburg 

Hartman, Howard E., Sarasota 

Johnson, Walter H., Largo 

Kaszuba, Alexander, St. Petersburg 

Levy, Sidney W., Quincy 

Magill, John C., St. Petersburg 

Miller, Helen K., Tampa 

Montague, Fairfax E., Palatka 

Myerson, Samuel, St. Petersburg 

Orr, Alva D., Fort Pierce 

Penick, Richard Q., Jensen Beach 

Rattray, Charles F. Jr., Vero Beach 

Sherman, Arthur G., St. Petersburg 

Siek, H. Gerard Jr., Clearwater 

Smallwood, Henry C., Panama City 

Tagliarini, Frank P., Tampa 

Tanner, Terry F., St. Petersburg 

vanBoven, John III, Palm Beach 

Weigel, Walter W., St. Augustine 
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OBITUARIES : 


John Singer McEwan 


Dr. John Singer McEwan of Orlando died on 
Sept. 26, 1957, at Orange Memorial Hospital 
where for many years he was chief of the surgical 
service. He had been hospitalized there for nearly 
two years with a heart ailment. He was 80 years 
of age. 


Dr. McEwan was born in Cooperstown, N.Y., 
on Sept. 4, 1877. His early professional train- 
ing was in pharmacy and for a time he had a 
drugstore in Carlsbad, N. Mex. He then at- 
tended Northwestern University Medical School 
in Chicago, where he was awarded the degree of 
Doctor of Medicine in 1905. His medical fra- 
ternity was Phi Beta Pi. After graduation, he 
served an internship in New York at the New 
York City Hospital. 

In 1906 Dr. McEwan entered the private 
practice of medicine in Orlando in association 
with Dr. R. L. Harris, but soon opened his own 
office, specializing in surgery. For half a cen- 


(Continued on page 1018) 
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CORONARY VASODILATOR 


ORAL (tablet swallowed whole 
for dependable prophylaxis 


SUBLINGUAL-ORAL 
for immediate and 
sustained relief 
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0.4 mg. (1/150 grain)—acts quickly 


CITRUS “FLAVOR-TIMER” — 


signals patient when to swallow 


PENTAERYTHRITOL TETRANITRATE — 


15 mg. (1/4 grain)— prolongs action 


of ANGINA PECTORIS 


For continuing prophylaxis patient swallows 
the entire Dilcoron tablet. 

Average prophylactic dose: 
1 tablet four times daily. 

Therapeutic dose: 
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Aristocort is f 30: and 4 mg. scored tablets (white), bottle {f 30 and 100 





The Achievement in Skin Diseases: In a study of 26 patients with severe 
dermatoses, ARIsTocorT was proved to have potent anti-inflammatory and antipruritic properties, 
even at a dosage only 3 that of prednisone.". . . Striking affinity for skin and tremendous potency in 
controlling skin disease, including 50 cases of psoriasis, of which over 60% were reported as 


markedly improved*...absence of serious side effects specifically noted.’:?:* 


The Achievement in Rheumatoid Arthritis: Impressive therapeutic effect 
in most cases of a group of 89 patients*...6 mg. of arisrocorT corresponded in effect to 10 mg. of 


prednisone daily Cin addition, gastric ulcer which developed during prednisone therapy in 2 cases 


disappeared during aristocort therapy." 

















1. Rein, C. R., Fleischmajer, R., and Rosenthal, A. L.: J. A. M. A. 
165:1821, (Dec. 7) 1957. 

. Shelley, W. B., and Pillsbury, D. M.: Personal Communication. 

. Sherwood, A., and Cooke, R. A.: Personal Communication. 

. Freyberg, R. H., Berntsen, C. A., and Hellman, L.: Paper 
presented at International Congress on Rheumatic Diseases, Toronto, 
June 25, 1957. 

. Hartung, E. F.: Personal Communication. 
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. Hellman, L., Zumoff, B., Kretshmer, N., and Kramer, B.: Paper 
presented at Nephrosis Conference, Bethesda, Md., Oct. 26, 1957. 

9. Ibid.: Personal Communication. 
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The Achievement in Respiratory Allergies: “Good to excellent” results 
in 29 of 30 patients with chronic intractable bronchial asthma at an average daily dosage of only 
7 mg.®.. . Average dosage of 6 mg. daily to control asthma and 2 to 6 mg. to control allergic rhinitis 
in a group of 42 patients, with an actual reduction of blood pressure in 12 of these.’ 


The Achievement in Other Conditions: Two failures, 4 partial remissions 
and 8 cases with complete disappearance of abnormal chemical findings lead to characterization 
of aristocorT as possibly the most desirable steroid to date in treatment of the nephrotic syn- 
drome.*-*. . . Prompt decrease in the cyanosis and dyspnea of pulmonary emphysema and fibrosis, 
with marked improvement in patients refractory to prednisone.'®!-1*. ,. Favorable response 
reported for 25 of 28 cases of disseminated lupus erythematosus.’* 
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Depending on the acuteness and severity of the disease under therapy, the initial 
dosage of anistocort is usually from 8 to 20 mg. daily. When acute 
manifestations have subsided, maintenance dosage is arrived at gradually, 
usually by reducing the total daily dosage 2 mg. every 3 days until the smallest 
dosage has been reached which will suppress symptoms. 


Comparative studies of patients changed to anistocorT from prednisone 
indicate a dosage of aristocorT lower by about % in rheumatoid arthritis, 

by % in allergic rhinitis and bronchial asthma, and by % to % in inflammatory 
and allergic skin diseases. With aristocorT, no precautions are necessary 

in regard to dietary restriction of sodium or supplementation with potassium. 


ARIsTOCORT is available in 2 mg. scored tablets (pink), bottles of 30; 
_ and 4 mg. scored tablets (white), bottles of 30 and 100. 
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tury thereafter he was prominently identified 
with the professional, civic and social life of the 
, city. He was the local surgeon for the Atlantic 
Coast Line Railroad for many years, and he 
served on the Florida Crippled Children’s Com- 
mission under five governors starting with Gov. 
Spessard Holland in 1940. He was a charter 
member of the Orlando Rotary Club and was a 
Mason with affiliations in Orlando Lodge No. 69, 
F&AM, Eureka chapter No. 7, RAM, Orlando 
Council No. 5, R&SM, Olivet Commandery No. 
4, and Morocco Shrine Temple. He was a mem- 
ber of the Cathedral Church of St. Luke. Also, 
he held membership in the Orlando Country Club 
and the Orlando University Club. For many 
years he served on the Orlando Utilities Com- 
mission, for a time as president, and was also a 
director in the Gulf Life Insurance Company. 

Prior to the entry of the United States into 
World War I, Dr. McEwan volunteered for the 
American Ambulance Corps and went to France. 
He was chief surgeon of a hospital at Juilly, 
France, behind the front lines at Verdun and 
was given the rank of major in the French army. 
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Soon after engaging in the practice of surgery 
in Orlando, Dr. McEwan recognized the need of 
a county medical society closer than the one 
in Tampa, which he attended. He therefore was 
most active in the formation of the Orange Coun- 
ty Medical Society in 1908 and served as its 
first secretary. 

A distinguished member of the Florida Medi- 
cal Association through the years, Dr. McEwan 
served as its president in 1925. He held life mem- 
bership with honorary status at the time of his 
death and was completing his fiftieth year of 
membership in the Association. 

One of the original diplomates of the American 
Board of Surgery, this pioneer Florida surgeon 
was a fellow of the American College of Surgeons 
and a member of the Southern Surgical Society. 
In addition, he held membership in the American 
Medical Association and the Southern Medical 
Association. 

In 1907, Dr. McEwan was married to Roberta 
Dunn of Sanford, who survives him. Also surviv- 
ing are three sons, John A. McEwan, O. Beverly 
McEwan and Robert H. McEwan, all of Orlando, 
and seven grandchildren. Other survivors include 
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a brother, Arthur McEwan, of Oneonta, N.Y., 
and a nephew, Dr. Duncan T. McEwan, of Or- 
lando, who took over his practice when he re- 


tired. 


Alfred Eugene Cronkite 


Dr. Alfred Eugene Cronkite of Fort Lauder- 
dale died of a heart attack while at work at his 
office on Sept. 27, 1957. He was 45 years of age. 

A native of Los Angeles, Dr. Cronkite was 
born on Sept. 9, 1912. He had his early school- 
ing in the public schools of Los Angeles. He re- 
ceived his Bachelor of Arts degree at Stanford 
University and was awarded the degree of Doc- 
tor of Medicine by the Stanford University 
School of Medicine in San Francisco in 1938. 
His medical fraternity was Alpha Kappa. After 
graduation he served as an instructor and as an 
Assistant in Anatomy at his alma mater for a 
year and spent the following year there as a re- 
search fellow in the Department of Public Health 
and Preventive Medicine. After completing an in- 
ternship in Oakland, Calif., he held successive 
fellowships in Surgery and Pathology at the Mayo 
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Clinic in Rochester, Minn., for five years. During 
World War II he served three years aboard a de- 
stroyer in the Pacific. 

In January 1949, Dr. Cronkite came to Flori- 
da to become Broward County’s first full time 
pathologist, serving at the North Broward Gen- 
eral Hospital in that capacity until 1956. In De- 
cember 1951, he became the first Medical Exami- 
ner for Broward County, retiring in 1956 because 
of illness. He established the first blood bank in 
that county and helped organize the Florida 
Blood Bank Clearing House; he was a strong 
supporter of the American Association of Blood 
Banks. He was also the first to establish a De- 
partment of Forensic Pathology in Florida. 

Locally, Dr. Cronkite was a Rotarian, a di- 
rector of the Broward County Chapter of the 
American Red Cross, a Boy Scout leader, and 
Director of the Broward County Tumor Clinic. 
He was particularly interested in the work of the 
American Cancer Society and was influential in 
establishing a medical library at North Broward 
General Hospital. He was affiliated with the 
Church-by-the-Sea. 

(Continued on page 1026) 
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*“It is our growing convic- 
tion that all patients receiving 
oral steroids should take each 
dose after food or with ade- 
quate buffering y with aluminum 
or magnesium hydroxide prep- 
arations. "= Sigher, J. W. and 
Ensign, D. J. Kentucky 
State M. A. 54: a1 (Sept.) 1956. 





Gastric distress accompanying “predni-steroid” 
therapy is a definite clinical problem —well 
documented in a growing body of literature. 


*“The apparent high inci- 
dence of this serious [gastric] 
side effect in patients receiving 
prednisone or prednisolone 
suggests the advisability of 
routine co-administration of an 
aluminum hydroxide gel.”— 

Bollet, A. J. and Bunim, J. J.: 

+ A. M. A. 158:459 (June 11) 
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One way to make sure that patients receive 
full benefits of “predni-steroid" therapy plus 
positive protection against gastric distress is 
by prescribing CO-DELTRA OF CO-HYDELTRA. 


‘Deltra 


PREDNISONE BUFFERED 


provide all the benefits 
of “Predni-steroid” therapy — 
plus positive antacid protection 


against gastric distress 


PREDNISOLONE BUFFERED 








2.5 mg. or 5.0 mg. of prednisone 
or prednisolone, plus 300 mg. of 
dried aluminum hydroxide gel 
and 50 mg. magnesium trisili- 
cate, in bottles of 30, 100, 500. 
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The Flavor Remains Stable down to the last tablet. 
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See anybody here you know, Doctor? —__ 
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AMPLUS* 


. for sound obesity management 
dextro-amphetamine plus vitamins 
and minerals 


I’m just too much 


STIMAVITE- 


stimulates appetite and growth 
vitamins B,, Bs, Biz, C and L-lysine 


I’m too little 


® 
OBRON 
a nutritional buildup for the OB patient 
® 
OBRON 
HEMATINIC 


when anemia complicates pregnancy 


I’m semply two 


NEOBON 


And IT ™ getting brittle ee 5-factor geriatric formula 


hormonal, hematinic and 
nutritional support 


® 
ROETINIC 
one capsule a day, for all treatable anemias 


With my anemia, 


I'll never make it up HEPTUNA PLUS 
ZA 


that high when more than a hematinic is indicated. 


(Prescription information on request) 


... Solve their problems with a nutrition product from New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 




















(Continued from page 1019) 
Dr. Cronkite was active in the Broward 
County Medical Association and was also a 
member of the Florida Medical Association and 
the American Medical Association. He was a 
member of the Florida Society of Pathologists 
and served as its president in 1953. Active in 
numerous other organizations of his specialty, he 
was a fellow of the American College of Path- 
ology, a member of the Mayo Foundation for 
Medical Research, a fellow of the American 
Society of Clinical Pathology and an associate 
member of the American College of Physicians. 
Survivors include the widow, Mrs. Margaret 
Cronkite, and three children, Margaret Anita, 
Robert Eugene and Ruth Collins, all of Fort 
Lauderdale; and his parents, of Los Angeles. 





Walter Clayton Page 


Dr. Walter Clayton Page of Cocoa died in the 
local hospital on Oct. 23, 1957, after a long ill- 
ness. He was 71 years of age. 

Dr. Page was born at Wrightsville, Ga., in 
1885 and was educated in his native state. He 
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received his medical training at the Atlanta Medi- 
cal College, now Emory University School of 
Medicine, in Atlanta, and was awarded the degree 
of Doctor of Medicine in 1910. He entered the 
general practice of medicine in Live Oak soon 
after graduation. In 1917 he moved to Cocoa, 
where he had continued to practice until ill health 
forced his retirement. 

The dean of the local medical profession, Dr. 
Page had been active in the civic and social life 
of the community for four decades. He was a 
Past Master of the local Masonic Lodge. 

Dr. Page was active through the years in the 
Brevard County Medical Society and in 1926 and 
1927 served as its president. e was a life mem- 
ber of the Florida Medical Association, holding 
honorary status at the time of his death. He had 
been a member of the Association for 44 years 
and had served as Councilor in his district. 

Surviving are two brothers, E. M. Page, of 
Miami, and C. D. Page, of Vienna, Ga.; three 
sisters, Miss Cora Page, Miss Evelyn Page, and 
Mrs. Esther P. Smith, all of Miami; and one 
niece, Mrs. W. A. Bailey, of Miami. Mrs. Page, 
the former Florence Bache of Live Oak, died 
several years ago. 
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WOMAN’S AUXILIARY 


TO THE 
FLORIDA MEDICAL ASSOCIATION 
OFFICERS 

Mrs. Perry D. Metvin, President..............-+. Miami 
Mrs. Lee Rocers Jr., President-Elect.. ......... Rockledge 
Mrs. Witt1am D. Rocers, Ist Vice Pres... .Chattahoochee 
Mrs. Lerrie M. Cariton Jr., 2nd Vice Pres.. .... some 
Mrs. Epwarp W. Lupwic, 3rd Vice Pres......Jacksonville 


Mrs. James M. Weaver, 4th Vice Pres.. .Fort Lauderdale 
Mrs. WENDELL i: Newcoms, Recording Sec’y....Pensacola 
Mrs. Wittarp L. Firzceratp, Treasurer........... Miami 











Satisfaction Guaranteed 


While visiting the various County Auxiliaries, 
the subjects I am most often asked to discuss are 
the need for an Auxiliary and the advantages of 
belonging to an Auxiliary. To those of us who 
have had the privilege of belonging to an active, 
friendly, working auxiliary, these seem like super- 
fluous questions since to us the answers are self 
apparent but, with the influx of new doctors and 
their wives into nearly every county in Florida, 
these subjects become increasingly important. 

Why an Auxiliary? According our Charter, 
we exist primarily to cultivate friendly relations 
and to promote mutual understanding among the 
families of medical doctors; secondly, to carry 
out projects and programs under the advice of 
an advisory committee to the end that philan- 
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thropic and educational programs may be con- 
ducted to assist in the betterment of health and 
health needs of the people of Florida. All of 
this sounds like a large order but with 2000, or 
more, women doing their share, wonders can be 
accomplished. 

More valuable than the actual hours worked 
in community projects, are the hours of pleasant 
association spent with other women whose lives 
and problems are similar to our own and with 
whom we have mutual interests. Women from 
all over the United States and foreign countries 
too, whose lives would never touch ours if it 
were not for the Auxiliary, become our friends. 
New friends to be made for the small effort of 
being friendly ourselves to the stranger in our 
midst. Soon they are no longer strangers but our 
dependable friends on whom we can call for help 
and council in meeting the problems that are 
faced in any organization. 

One auxiliary in this state has adopted a “big 
sister” program where every new member is 
sponsored by an older member for the first six 
meeting after she joins, and in another auxiliary 
the president calls on every new doctor’s wife 
as soon as her husband applies to the county 
medical society. These women, who are made 
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ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIG COMPOUND LEOERLE 


A versatile, well-balanced formula offering in one tablet the 
drugs often prescribed separately for treating upper respira- 
tory infections. 

Traditional and nonspecific nasopharyngeal symptoms 
of malaise and chilly sensations are rapidly relieved, and 
headache, muscular pain, and pharyngeal and nasal dis- 
charges are reduced or eliminated. 

Early effective therapy is provided against such bacterial 
complications as sinusitis, otitis, bronchitis and pneumonitis 
to which the patient may be highly vulnerable at this time. 

Adult dosage for ACHROCIDIN Tablets and new, caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children reduced 
according to weight and age. 

Available on prescription only. 
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so welcome, cannot help but have the kindliest 
feelings toward the other members of these auxi- 
liaries and her feelings will be reflected by her 
husband. Doctor’s Day is another effort on the 
part of the Auxiliary to promote better relations 
among doctors and their families. 

As for the programs and projects we carry 
out, the list goes on and on, and regardless of 
any woman’s taste or talent there will be some- 
thing she can do that will interest her and further 
the aims and requests of the local medical so- 
ciety. On the state level, we have eleven project 
committees starting with the American Medical 
Education Foundation and going on down through 
the alphabet to Today’s Health, all of which in 
some way are either educational or philanthropic 
and conducive to the betterment of health. Our 
larger auxiliaries can follow the state pattern but 
in the smaller auxiliaries, we urge that they do 
only what suits the needs of their community 
to the limit of their womanpower. 

Our members man the medical and health ex- 
hibits at state and district fairs. At the annual 
meeting of the Florida Medical Association, we 
will aid in the project of giving physical exami- 
nations to the members. We are providing prizes 
for the two teachers whose pupils produce the 
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best health exhibits in the Senior and Junior Di- 
vision at the State Science Fair. We sponsor the 
66 Future Nurse Clubs and expect to have over 
300 of these girls at their convention this spring. 

I could go on and on but nothing I say can 
add to the sense of real satisfaction that comes 
to the women in the Auxiliary when they look 
back on the worthwhile work done to further their 
husband’s chosen profession and the pleasant and 
lasting friendships that have come from this work. 

Judith F. Melvin 





BOOKS RECEIVED 











Practical Gynecology. By Walter J. Reich, M.D., 
F.A.C.S., F.I.C.S., and Mitchell J. Nechtow, M.D., 
F.A.CS., F.1.C.S. Ed. 2. Pp. 648. IIllus. 284. Price, 
$12.50. Philadelphia, J. B. Lippincott Company, 1957. 

This is a book designed principally for use by the 
general practitioner in the office practice of gynecology. 
It places the diagnosis and treatment of female disorders 
within the framework of medicine as a whole. Every 
effort is made to practicalize and simplify, basing dis- 
cussion solidly on the best in modern practice. At the 
same time, through its concisely informative presentation, 
the book manages to provide a complete coverage of the 
entire field. A common sense evaluation of the emotion- 
al implications for the patient of the various conditions 
considered is a widely praised feature of the text. 
Throughout the book there is full consideration of the 
newer concepts and current practices in gynecology as 


(Continued on page 1046) 
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well as authoritative description of basic and time-tested” 
methods and procedures. Nine entirely new chapters 
have been added to this second edition: Cytology in® 
Gynecology, Acute Gynecologic Abdomen, Fibroids of: 
the Uterus, Tumors of the Ovary, Radiation Therapy in? 
Gynecology, Pediatric Gynecology, Geriatrics, The Role® 
of the Male in Gynecology, and Pitfalls in Gynecologic) 
Diagnosis. A section has been added on the diagnosis® 
of early pregnancy, and considerable new material has? 
been incorporated in the chapter on the examination of 
the breast. Sixty-eight subjects are in color, and many 
new and original photographs have been added. The® 
book lives up to its title. i 


Chronic Illness in the United States. Volume 
I. Prevention of Chronic Illness. Commission on 
Chronic Illness. Pp. 338. Price, $6.00. Published for 
The Commonwealth Fund by Harvard University Press, 
Cambridge, Massachusetts, 1957. : 

Prevention is the subject of this, the first volume of the | 
four volume report, Chronic Illness in the United States. % 
How can the concept of prevention be instilled in stu- 
dents of medicine, nursing and social work, in health 7 
education, and in related disciplines? What organiza- % 
tional patterns will be most effective for the administra- 
tion of preventive programs? How can the public be 
moved to adopt and support preventive measures? It is 
these questions that this book is designed to explore. 

Part I of this volume presents 21 conclusions and * 
recommendations concerning prevention which were % 
adopted by the Commission on Chronic Illness in. Febru- 
ary 1956. Part II is a series of summaries on the pre- 
ventive aspects of most of the major chronic diseases and 
impairments and on several of the most important factors ~ 
contributing to them. These summary statements, pre- 
pared originally for the National Conference on the Pre- 7 
ventive Aspects of Chronic Disease, were revised in 1956 
by the persons or organizations originally responsible for 
their preparation. Many of the summaries are followed 
by bibliographies. 

Physicians and medical social workers; health and | 
welfare workers; and the research, teaching, practicing, 
and nursing staffs of hospitals across the country will all , 
find that this book presents a valuable compendium of 
information and of leads to further research. This is 
another important Commonwealth Fund book. 


Your Wonderful Body. By Peter Pineo Chase, 
M.D. Pp. 391. Illus. 70. Price, $5.95. Englewood 
Cliffs, N. J., Prentice-Hall, Inc., 1957. 

Dr. Chase, distinguished physician, author and for 
many years editor of the Rhode Island Medical Journal, 
is at his best in this fascinating, factual and yet easy-to- 
read account of the miraculous complexity of the human 
body and how to keep it healthy. His cheerful, pithy 
explanations help one understand how the body functions 
in part and as a whole, the interconnection and inter- 
dependence of all its elements, the change it undergoes 
and its awe-inspiring power to renew itself. There is 
sound medical advice on a variety of such vital subjects 
as: the origin and development of the body; childbirth; 
child-rearing; the skin, bones, and muscles; circulation 
and blood; digestion, respiration and excretion; the 
nervous system and sense organs; vitamins and hormones; 
reproduction and heredity; rest and pain, inflammation, 
immunity, repair; emotions; drugs; allergies; and a final 
section on Dr. Chase’s inimitable medical philosophy. 
Here, in this introduction for laymen to the fascinating 
complexities of the human body, the reader finds an 
admirable expression of the author’s personality and ex- 
perience, his wit and humor, and his cheerful, optimistic 
approach to good health and a long and happy life. 





